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PICTURED  ABOVE  - (From  Left)  Kathy  Brewer,  agent, 

IMS  SERVICES;  Dena  Eason,  risk  management 
coordinator,  IPMIT;  Kay  Ridnour,  claims  manager,  IPMIT; 
and  Linda  Morische,  underwriter,  IPMIT. 


IPMIT 


IOWA  PHYSICIANS  MUTUAL  INSURANCE  TRUST 

Your  IPMIT  Program  Is  Supported  By  IMS  SERVICES 
1239  Eighth  Street,  West  Des  Moines,  Iowa  50265 


Volume  79  Number  1 


January  1989 


lowaMedicine 

journal  of  the  Iowa  Medical  Society 


Editorial  Board 

Scientific  Editor 

Marion  E.  Alberts,  M.D. 

Executive  Editor 

Eldon  E.  Huston 

Managing  Editor 

Tina  Preftakes 

Assistant  Managing  Editor 

Christine  K.  Clark 

Production/Advertising  Manager 

Jane  I.  Nieland 

Scientific  Editorial  Panel 

Marion  E.  Alberts,  M.D.,  Des  Moines 
Richard  M.  Caplan,  M,D,,  Iowa  City 
Daniel  F,  Crowley,  M.D.,  Des  Moines 
Dennis  J.  Walter,  M.D.,  Des  Moines 

IOWA  MEDICINE,  Joumal  of  the  Iowa  Medical  So- 
ciety (ISSN  0746-8709)  is  published  monthly  by 
the  Iowa  Medical  Society,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265.  Subscription  Price: 
$15  per  year.  Printed  by  the  Ovid  Bell  Press,  Inc., 
Fulton,  Missouri  65251 . Second-class  postage  paid 
at  Des  Moines,  Iowa,  and  at  additional  mailing 
offices.  POSTMASTER:  Send  address  changes  to 
IOWA  MEDICINE,  Journal  of  the  Iowa  Medical  So- 
ciety, 1001  Grand  Avenue,  West  Des  Moines, 
Iowa  50265. 

NATIONAL  ADVERTISING  BUREAU:  State  Med- 
ical journal  Advertising  Bureau,  Inc.,  711  South 
Blvd.,Oak  Park,  III.  60302.  Phone  31 2/383-8800 

IOWA  ADVERTISING:  Contact  Jane  Nieland,  iowa 
MEDICINE,  1001  Grand  Avenue,  West  Des  Moines, 
Iowa  50265.  Phone  515/223-1401 

EDITORIAL  CONTENT:  The  work  of  various  au- 
thors is  found  in  the  diversified  content  of  iowa 
MEDICINE.  The  Society  respects  these  individual 
efforts  but  is  unable  to  assume  responsibility  for 
the  accuracy  of  that  which  is  submitted.  Manu- 
scripts and  editorial  inquiries  should  be  directed 
to  Editor,  IOWA  MEDICINE,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265 

Copyright  1989  Iowa  Medical  Society 


IMS  Officers 

Daniel  Youngblade,  M.D.,  Sioux  City 
President 

Donald  F.  Rodawig,  M.D.,  Spirit  Lake 
President-Elect 

James  White,  M.D.,  Dubuque 
Vice-President 

R.  Bruce  Trimble,  M.D.,  Mason  City 
Trustee/Chairman 

Carol  A.  Aschenbrener,  M.D.,  Iowa  City 
Trustee/Secretary-Treasurer 


Councilors 

Robert  L.  Kent,  M.D.,  Burlington 
Eirst  District 

Kenneth  D.  Dolan,  M.D.,  Iowa  City 
Second  District 

Harold  W.  Miller,  M.D.,  Davenport 
Third  District 

Albert  R.  Coates,  M.D.,  Cedar  Rapids 
Eourth  District 

Robert  T.  Melgaard,  M.D.,  Dubuque 
Eifth  District 

Steven  A.  Erickson,  M.D.,  Cedar  Ealls 
Sixth  District 

Sidney  A.  Smith,  M.D.,  Oskaloosa 
Seventh  District 

Lester  Beachy,  M.D.,  Des  Moines 
Eighth  District 


William  Eversmann,  M.D.,  Cedar  Rapids 
Trustee 

Dennis  J.  Walter,  M.D.,  Des  Moines 
Immediate  Past  President 
William  C.  Rosenfeld,  M.D.,  Mason  City 
Speaker,  House  of  Delegates 
Donald  L.  Kahle,  M.D.,  Dubuque 
Vice  Speaker,  House  of  Delegates 


Don  C.  Green,  M.D.,  Des  Moines 
Ninth  District 

James  F.  Black,  M.D.,  Marshalltown 
Tenth  District 

Thomas  C,  Graham,  M.D.,  Iowa  Ealls 
Eleventh  District 

Clarkson  L.  Kelly,  Jr.,  M.D.,  Charles  City 
Twelfth  District 

John  Fernandez,  M.D.,  Council  Bluffs 
Thirteenth  District 

Donald  J.  Soil,  M.D.,  Denison 
Fourteenth  District 

Tom  D.  Throckmorton,  M.D.,  Spencer 
Fifteenth  District 

Robert  A.  Boldus,  M.D.,  Sioux  City 
Sixteenth  District 


AMA  Delegates 

John  R.  Anderson,  M.D.,  Boone 
Clarence  H.  Denser,  Jr.,  M.D.,  Des  Moines 
John  M.  Rhodes,  M.D.,  Pocahontas 
Robert  D.  Whinery,  M.D.,  Iowa  City 
Donald  C.  Young,  M.D.,  Des  Moines 

AMA  Alternate  Delegates 

Lawrence  O.  Goodman,  M.D.,  Marshalltown 
Eugene  Johnson,  M.D.,  Le  Claire 


to  know  who  is 
referring  toyou? 


Discover  DISC 

^^SYSTEMS 


DISC  Systems’  new  Market  Master  Series  software 
applications  tell  you  who’s  referring  patients  to  you  in  an 
instant— whether  it’s  another  doctor  or  Mabel  from  the 
cafeteria. 

DISC  is  a full-service  computer  system  developed 
exclusively  for  the  financial  and  administrative  functions  of 
a medical  practice. 

Now  we’re  introducing  DISC’S  easy-to-use  Market  Master 
Series,  a series  of  software  applications  to  give  doctors 
invaluable  market  and  financial  information  on  top  of  the 
usual  day-to-day  business  applications  you  can  expect  from 
a system. 


If  you  can’t  answer  these  questions,  ask  about  DISC’S 
Market  Master  applications: 

♦ Who  is  referring  to  me? 

♦ How  can  1 ensure  my  patients  will  remember  to 
schedule  a follow-up  exam? 

♦ Should  1 consider  opening  a satellite? 

♦ What  is  the  distribution  of  insurance  coverage  among 
my  patients? 

♦ How  can  1 manage  my  office  schedule  more  effectively? 
Market  Master  Series  software  applications  answer  these 

questions  and  more.  With  DISC  you  have  the  knowledge  to 
control  the  future  of  your  business. 


Aprcductof 

SfraleQiCare. 

INC. 

Westown  Business  Center  I • 1701  48th  Street,  Suite  201  • West  Des  Moines,  Iowa  50265 
For  more  information,  contact  our  sales  office,  515/224-5890 


[ZH3E3  Value-Added  Reseller 


Contents 


lowaMedicine 

j«ru*rrM  Journal  of  che  Iowa  Medical  Scxiecy 


Legislative  Outlook 

About  the  Cover 


This  month's  cover  drawing  "State  Capitol  Com- 
plex" (Collection:  State  of  Iowa,  Art  in  State 
Building,  Vocational  Rehabilitation)  is  used  with 
special  permission  of  the  artist,  Carolyn  Blattel 
Britton.  Ms.  Britton,  who  lives  near  Zearing,  at- 
tended her  first  art  show  in  1 981 . Since  then,  her 
pen  and  ink  drawings  of  Iowa  scenes  have  be- 
come increasingly  well  known.  For  the  next  year, 
the  cover  of  iowa  medicine  vi/\\\  feature  the  works 
of  Iowa  artists,  sculptors  and  photographers. 


Special  Article 

8 Key  IMS  Legislative  Issues:  1989 

Liability,  Medicare  top  list 
Clarence  H.  Denser,  Jr.,  M.D. 

Des  Moines,  Iowa 

Scientific  Articles 

1 5 Prehospital  Pain  Control:  Nitrous  Oxide  Inhalation 

Safety  and  effectiveness  in  selected  cases 
Timothy  D.  Peterson,  M.D. 

Donald  E.  Kerns,  EMT-P 
Des  Moines,  Iowa 

1 8 Toxic  Shock  Syndrome  Reporting  in  Iowa 

Efficient,  quality  reporting 
Charles  M.  Helms,  M.D.,  Ph.D. 

Iowa  City,  Iowa 

Laverne  A.  Wintermeyer,  M.D. 

Des  Moines,  Iowa 

Departments 

President's  Privilege 
Questions  and  Answers 
Recent  Books 

Clinicopathologic  Conference 
The  Editor  Comments 
CME  Notebook 
Curious  Cases 
Practice  Management 
PRO  Update 

Iowa  Department  of  Public  Health 
Medical  News/Products  and  Programs 
About  Iowa  Physicians 
In  the  Public  Interest 


7 

11 

13 

23 

27 

28 

30 

31 

32 
35 

37 

38 
46 


TREAT  YOURSELF 
FOR  A CHANGE. 

Special  Avis  rates  and  discounts  for  members  of 

IOWA  MEDICAL 
SOCIETY 


A DAY 


You’re  always  busy 
attending  to  others. 

And  now  Avis  is  “trying 
harder”  to  attend  to  you, 
saving  you  time  as  well 
as  money,  whenever  you 
reserve  a car. 

Your  membership  entitles 
you  to  special  low  rates 
and  discounts  when  you  rent 
at  Avis  in  the  U.S.  You  can 
receive  a 10%  discount,  for 
example,  on  Avis  SuperValue 
Weekly  Rates  and  5%  off 
SuperValue  Weekend  Rates. 

You  can  also  receive  special 
daily  rates,  like  an 
intermediate-group  car  for 
just  $39  a day. 

Avis  offers  many  state-of-the- 
art  services  to  expedite  your 
rentals  and  returns  as  well. 

Avis  Rapid  Return^^^and  Roving 


for  intermediate 
group  car. 


Rapid  Return,  for  example, 
are  our  “fast  and  faster” 
__  ways  to  return 

»your  Avis 
car,  without 
waiting 
in  rental 
counter  lines. 
They’re  available  at 
many  U.S.  airport  locations 
for  charge  customers  who 
require  no  modification 
of  their  rental  charges. 

When  you  need  a rental 
car,  treat  yourself  to  Avis. 
For  information  and 
reservations,  call  Avis 
toll  free: 
1-800-331-1212 

Be  sure  to  mention  your 
Avis  Worldwide  Discount 
number:  A/A675900 


Avis  features  GM  cars 
Chevrolet  Beretta. 


Rates  and  discounts  are  available  at  Avis  corporate  and  participating  licensee  locations  in  the  U.S,  Daily  rates  are  nondiscountable  and  not  available  at 
LaGuardia,  JFK  and  Newark  airports  or  at  Manhattan  locations  during  weekends  and  specified  holiday  periods.  Additional  per-day  surcharge  applies  in  certain 
major  metropolitan  areas  and  their  airports.  Discounts  not  applicable  on  tour  package  and  presold  rates.  Rates,  discounts  and  additional  charges  subject  to 
change  without  notice.  There  is  an  additional  per-mile  charge  for  miles  in  excess  of  the  free  mileage  allowance.  Cars  and  particular  car  groups  subject  to 
availability  and  must  be  returned  to  renting  location  or  one-way  fee  will  apply.  Refueling  sen/ice  charge,  taxes,  optional  CDW  ($9.95/day,  higher  in  certain 
locations),  PAI,  PEP  and  All  are  not  included.  Renter  must  meet  standard  Avis  age,  driver  and  credit  requirements.  © 1988  Wizard  Co.,  Inc. 


Daniel  M.  Youngblade,  M.D. 
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Be  Informed,  Get 


This  January  issue  of  iowa  medicine  is  de- 
voted to  legislative  activity  for  the  com- 
ing year.  Enclosed  you  will  find  articles  list- 
ing IMS  legislative  priorities  for  1989,  a work 
plan  for  achieving  medical  liability  reform  as 
well  as  comments  by  staff  and  members  of 
the  committee  on  legislation. 

As  you  know,  the  IMS  through  a variety 
of  approaches  has  attempted  to  bring  about 
legislative  relief  for  our  malpractice  dilemma. 
We  have  not  accomplished  as  much  as  we 
would  have  liked  considering  the  amount  of 
time,  effort  and  money  we  have  expended. 

Unfortunately,  medical  liability  reform 
previously  passed  in  various  states  has  been 
dealt  heavy  blows.  Court  decisions  have 
struck  down  limits  of  damage  awards  in 
Florida,  Kansas,  Texas  and  Virginia.  The 
Oklahoma  Supreme  court  struck  down  a 
1976  statute  of  limitations.  Wyoming  has 
made  pretrial  medical  review  panels  uncon- 
stitutional. Florida  voters  failed  to  approve  a 
cap  on  noneconomic  damages.  The  list  goes 
on  and  on. 

The  IMS  must  not  back  off  from  efforts 
to  achieve  success  in  the  legislative  arena. 
Medical  liability  reform,  defeat  of  mandatory 
Medicare  assignment,  AIDS  legislation,  ac- 
cess to  medical  records,  mandatory  accept- 
ance of  patients,  the  commission  on  health 
care  licensure,  therapeutic  substitution  and 
prescribing  privileges  by  advanced  registered 
nurses  and  physician  assistants  are  only  a 


Involved 


few  of  many  items  we  must  keep  under 
close  surveillance. 

The  IMS  will  offer  a toll-free  legislative 
hotline  on  a pilot  basis  to  allow  legislative 
contact  persons  access  to  a short  recorded 
message  summarizing  the  latest  legislative 
developments.  We  hope  this  will  allow  con- 
tact persons  current  information  when  deal- 
ing with  legislators  and  help  keep  all  IMS 
members  abreast  of  legislative  positions  and 
changes. 

I urge  all  Iowa  physicians  to  become  ac- 
quainted with  their  local  legislators  and  re- 
main conversant  in  medical  and  health  re- 
lated issues  as  well  as  other  issues  of 
personal  interest.  We  must  become  informed 
and  participating  physicians  at  all  levels  of 
legislative  activity  if  we  hope  to  bring  about 
beneficial  liability  and  health  reform.  Meet, 
greet  and  become  acquainted  with  local  leg- 
islators in  their  home  surroundings  so  we 
can  hopefully  receive  our  due  share  of  favor- 
able treatment  when  they  return  to  the  Des 
Moines  legislative  scene. 


Daniel  M.  Youngblade,  M.D. 

President 
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Key  IMS  Legislative  Issues:  1989 


CLARENCE  H.  DENSER,  JR.,  M.D. 
Des  Moines,  Iowa 


The  author,  chairman  of  the  IMS  Com- 
mittee on  Legislation,  discusses  health 
care  issues  which  will  be  at  the  top  of 
the  IMS  agenda  during  this  year's  ses- 
sion of  the  Iowa  General  Assembly. 


Health  care  related  subjects  will  be 
among  the  leading  issues  facing  the 
1989  session  of  the  Iowa  General  Assembly. 
The  following  issues  are  among  those  that 
will  be  of  major  concern  to  the  IMS  in  1989. 

Malpractice  Liability  Reform 

The  medical  liability  crisis  continues  to 
be  one  of  the  most  serious  threats  to  Iowa's 
health  care  system.  While  the  Iowa  legisla- 
ture has  taken  action  to  help  solve  this  cri- 
sis, substantial  reforms  are  still  needed.  The 
liability  crisis  continues  to  increase  costs  and 
disrupt  the  availability  of  health  care  services 
to  lowans,  particularly  in  rural  areas. 

The  Iowa  Medical  Society  proposes  the 
following  legislative  program  to  provide  re- 
lief from  the  liability  crisis. 

Tort  Reform 

• A cap  of  $250,000  on  non-economic 
damages. 

• Require  periodic  payments  of  future 
damages  over  $200,000. 


Dr.  Denser  is  a pathologist  in  Des  Moines. 


• Reduce  the  statute  of  limitations  for 
minors  so  that  the  general  statute  of  limita- 
tions applies  beginning  at  age  6. 

Procedural  Reform 

• Require  a certificate  of  merit  upon  fil- 
ing of  a lawsuit. 

• Explore  proposals  to  require  media- 
tion of  claims  prior  to  trial  of  a medical  lia- 
bility case,  possibly  similar  to  that  estab- 
lished in  Wisconsin. 

Insurance  Reporting 

• Explore  legislative  proposals  to  re- 
quire reporting  by  insurers  of  the  final  dis- 
position of  claims,  to  replace  the  current  re- 
quirement of  the  reporting  of  incidents. 

Access  to  Health  Care  for 
Iowa  Seniors 

The  issue  of  access  to  health  care  for 
Iowa's  senior  ctizens  has  received  considera- 
ble attention  in  the  Iowa  General  Assembly. 
One  approach  discussed  by  legislators  is  to 
require  physicians  to  accept  the  Medicare  al- 
lowed charge  as  full  payment  for  Medicare 
claims  as  a condition  of  licensure.  The  Iowa 
Medical  Society  believes  this  approach  will 
have  a detrimental  effect  on  access  to  health 
care  services  for  Iowa's  senior  citizens. 

A variation  on  the  mandatory  Medicare 
assignment  issue  is  to  mandate  specific  par- 
ticipation levels  for  the  IMS  voluntary  pro- 
gram "Medicare  Partners."  The  IMS  opposes 
any  such  restrictions  on  the  voluntary  ap- 
proach. Not  every  physician's  practice  is  the 
same;  for  many  physicians  the  ability  to  de- 
cide whether  to  accept  Medicare  assignment 
on  a claim-by-claim  basis  is  very  important 
to  their  ability  to  continue  to  provide  medi- 
cal care.  Unrealistically  low  reimbursement 
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levels  make  acceptance  of  assignment  for  all 
Medicare  patients  difficult  for  some  physi- 
cians. 

AIDS 

The  IMS  has  been  very  active  in  provid- 
ing technical  assistance  to  Iowa  legislators 
on  the  issue  of  AIDS.  In  1988,  the  Iowa  Leg- 
islature passed  legislation  which  contained 
requirements  for  reporting  of  HIV  infections 
and  for  consent  and  counseling  of  AIDS  pa- 
tients or  persons  who  have  tested  HIV  posi- 
tive. The  legislation  also  created  a partner 
notification  program,  provided  strict  confi- 
dentiality safeguards  for  information  relating 
to  HIV  status  and  required  accreditation  of 
labs  that  perform  HIV  testing. 

While  the  legislation  incorporated  many 
IMS  suggestions  which  follow  the  guidelines 
of  the  American  Medical  Association's  posi- 
tion on  AIDS,  some  revision  of  the  legisla- 
tion is  needed  this  session  to  ensure  it  is  as 
workable  as  possible  for  physicians  and  oth- 
ers in  the  health  care  field.  This  will  be  an 
IMS  priority. 

Agricultural  Health 

Agricultural  health  is  an  increasing  con- 
cern of  Iowa  farmers,  legislators  and  health 
care  workers  as  more  information  becomes 
available  about  the  dangers  of  working  in 
agriculture.  Available  information  indicates 
farming  continues  to  be  one  of  the  most  haz- 
ardous occupations  in  the  United  States. 

The  IMS  is  ready  to  provide  assistance 
in  gathering  information  on  the  extent  and 
effects  of  those  hazards  and  to  work  with 
Iowa's  agricultural  community  and  legisla- 
tors to  find  ways  to  reduce  the  risks  of  this 
occupation  without  disrupting  the  farm 
economy.  Iowa  physicians  are  in  a unique 
position  to  assist  on  this  issue  as  the  pri- 
mary health  care  providers  who  initially  see 
the  results  of  some  of  the  hazards  to  which 
agricultural  workers  are  exposed. 

Licensure,  Scope  of  Practice  and 
Insurance  Mandates 

In  the  last  several  years,  many  issues  re- 
lating to  licensure  of  health  care  profession- 
als, scope  of  practice  and  mandated  insur- 
ance coverage  have  been  discussed  by  the 
Iowa  General  Assembly.  Because  these  is- 


sues are  difficult  for  legislators  to  deal  with 
in  a knowledgeable  fashion,  in  1988  the 
Iowa  General  Assembly  considered  estab- 
lishing a special  commission  to  be  responsi- 
ble for  reviewing  such  proposals  and  making 
legislative  recommendations. 

The  IMS  supports  establishment  of  a 
commission  and  will  work  with  Iowa  legisla- 
tors to  ensure  the  commission  is  as  workable 
as  possible. 

Other  Priority  Health  Care  Issues 

There  are  many  other  major  health  care 
issues  of  concern  to  the  IMS  which  may  be 
discussed  in  the  1989  Iowa  General  Assem- 


'The  medical  liability  crisis  con- 
tinues to  be  one  of  the  most  se- 
rious threats  to  Iowa's  health 
care  system.' 


bly.  The  following  will  receive  priority  atten- 
tion from  the  IMS. 

• The  IMS  will  ask  the  Iowa  General 
Assembly  to  provide  some  limited  expansion 
of  Iowa's  civil  commitment  laws  to  allow  the 
courts  needed  flexibility  to  permit  commit- 
ment of  individuals  for  care  and  treatment 
who  otherwise  are  likely  to  cause  themselves 
serious  harm. 

• The  IMS  will  oppose  any  efforts  to  al- 
low pharmacists  to  substitute  therapeutically 
equivalent  drugs  without  the  consent  of  the 
prescribing  physician. 

• Patient  access  to  medical  records  con- 
tinues to  be  a matter  of  concern  to  the  gen- 
eral public.  While  physicians  have  an  ethical 
responsibility  to  provide  copies  or  summa- 
ries of  records  upon  the  request  of  patients, 
a legislative  mandate  would  be  an  extreme 
exercise  of  governmental  intervention  in  the 
private  practice  of  health  care  professions, 
according  to  the  AMA.  The  IMS  will  monitor 
developments  on  this  issue. 

In  addition  to  these  major  issues,  other 
issues  of  concern  to  public  health  will  re- 
ceive IMS  attention.  These  include  support- 
ing extension  of  the  Clean  Indoor  Air  Act  to 
restaurants  and  providing  mechanisms  for 
enforcing  the  Act,  opposing  repeal  of  seat 
belt  laws  and  opposing  any  efforts  to  loosen 
restrictions  on  the  sale  of  fireworks  in  Iowa. 
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s business  professionals,  more  and  more 
physicians  are  looking  to  computer  systems 
to  dramatically  improve  productivity  and 
generate  timely  information  for  sound  financial 
management  and  superior  patient  care. 

Gain  Full  Control  of  Your  Practice 


Automate  your  business  with  a complete  medical 
practice  management  solution  from  Systems  Plus. 

The  Medical  Manager'  manages  your  individual  or 
group  practice  from  the  moment  a new  patient  calls  for 
an  appointment  through  billing  and  patient  recall. 


Why  Not  Treat  Your 
Practice  as  Well  as 
You  Treat  Your 
Patients? 


- Comprehensive  Features  - accounts  receivable,  insurance 
billing,  appointment  scheduling,  clinical  history,  hospital 
rounds,  referring  doctor  information,  procedure  and 
diagnosis  history 

-Accountability  - creates  over  100  detailed  office  manage- 
ment and  financial  reports.  Custom  Report  Generator 
available 


increased  efficiency,  productivity,  and  profita- 
bility while  gaining  tighter  control  over  the 
day-to-day  operations  of  their  businesses. 

For  more  information  and  a thorough  demon- 
stration of  The  Medical  Manager,  contact 
Entre  Computer  Center. 


- Electronic  Media  Claims  Module  - increases  cash  flow  by 
reducing  insurance  payment  turnaround  time.  The  EMC 
module  submits  and  tracks  "paperless"  insurance  claims 
via  modem,  diskette,  or  tape  to  multiple  claims  centers 
nationwide 

- Flexibility  - supports  popular  hardware  and  multi-user 
operating  environments  including  PC  DOS’,  Concurrent 
IXIS™,  Xenix^,  Unix^,  and  networks 


(enTRG) 

COmPUTGR  CGHTGR® 

1229  First  Avenue,  S.E.,  Cedar  Rapids,  lA  52402 
(319)  366-3600 


Over  the  past  7 years,  the  benefits  of  automating  medical 
practices  with  The  Medical  Manager  have  been  proven  in 
5,000  single  and  multi-user  installations  supporting  12,000 
physicians  nationwide.  Thousands  of  your  colleagues  have 


The  Medical  Manager  is  marketed  nationally  by  Systems  Plus,  Inc.  The  Medical  Manager  is  a 
registered  trademark  of  Personalized  Programming,  Inc.  Systems  Plus,  Inc.  and  its  logo  are  reg- 
istered trademarks  of  Systems  Plus,  Inc.  PC  EX3S  is  a registered  trademark  of  IBM.  Concurrent 
PC  DOS  is  a trademark  of  Digital  Research.  Unix  is  a registered  trademark  of  AT&T.  Xenix  is  a 
registered  trademark  of  Microsoft  Corporation. 


Robert  Arnould  and  Keith  Luchtel 


Questions  and  Answers 


Lawmaking  and  Lobbying: 
Two  Viewpoints 


Bob  Arnould  (D),  Davenport^  House 
Majority  Floor  Leader  in  the  Iowa  Leg- 
islature, discusses  important  health  care 
issues  in  the  1 989  Iowa  General  Assem- 
bly. 


what  do  you  see  as  the  most  pressing  issue  con- 
fronting the  legislature  in  1989? 

As  we  set  our  agenda  for  the  next  2 years, 
we  hope  to  build  on  past  success,  address 
problems  which  can  be  solved  through  the  leg- 
islative process  and  consider  new  subjects  de- 
veloped during  recent  campaigns. 

Last  year  we  began  a review  of  the  K-12 
school  aid  formula,  our  largest  budget  item. 
We  will  concentrate  on  finding  a solution  which 
addresses  quality  of  education  and  equity  of 
financing. 

Lottery  reenactment  (it  sunsets  in  1990)  is 
likely;  some  changes  in  lottery  funded  pro- 
grams are  probable.  Rural  redevelopment  in- 
itiatives will  top  many  legislators'  lists  for  early 
consideration. 

Land  conservation  and  farm  safety  are 
among  measures  that  will  join  research  and 
diversification  as  agricultural  priorities.  Pro- 
tecting our  air  and  water  resources  will  top  the 
list  of  environmental  proposals. 


Liability  is  a continuing  problem  for  lowans.  How 
do  you  think  the  Iowa  General  Assembly  will 
address  this  problem  in  1989? 

During  my  years  as  a legislator,  few  issues 
have  been  as  controversial  as  the  liability  is- 
sue. Affordable  medical  care  and  ensuring  de- 
livery of  health  care  to  rural  areas  is  an  ongoing 
concern  of  Democratic  legislators. 

Last  session,  legislators  attempted  to  bring 
the  sides  together  in  an  acceptable  compro- 
mise. A bill  passed  to  balance  concerns  over 
malpractice  insurance  costs  by  creating  a vol- 
untary insurance  pool  which  would  limit  doc- 
tors' personal  liability  while  controlling  insur- 
ance rates  and  requiring  mediation  prior  to 
litigation.  The  governor  vetoed  the  bill. 

1 believe  the  concern  we  exhibited  last  ses- 
sion by  addressing  the  liability  issue  will  be 
present.  If  legislators  and  other  groups  such 
as  the  IMS  are  willing  to  package  a compro- 
mise, passage  of  a bill  is  possible. 

what  are  other  important  health  care  issues? 

During  this  fall's  campaigns.  Democrats 
stressed  access  to  affordable  health  care  for  all 
lowans  and  this  issue  will  be  discussed.  We 
will  look  at  maintaining  or  expanding  Medic- 
aid provisions  for  the  elderly  and  at  maternal 
and  child  health  issues. 

(Please  turn  to  page  12) 
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Health  and  safety  concerns  within  the  ag- 
ricultural community  and  for  other  rural  lo- 
wans  will  be  addressed.  The  interim  commit- 
tee considering  improvements  to  Iowa's  laws 
on  involuntary  commitment  of  mentally  ill 
persons  is  expected  to  report  its  recommen- 
dations in  January. 

The  legislature  began  a program  in  1988 
to  improve  services  for  persons  with  mental 
health,  mental  retardation  and  developmental 
disabilities.  This  program  will  need  continued 
funding  and  oversight,  with  possible  program 
changes  and  expansion.  We  will  begin  consid- 
eration of  a program  to  expand  health  insur- 
ance coverage  to  uninsured  lowans.  Finally, 
we  may  need  to  fine-tune  the  1988  AIDS  bills. 

How  can  physicians  influence  the  outcome  of 
bills  before  the  Iowa  General  Assembly? 

It  is  important  to  get  to  know  your  leg- 
islators. When  you  develop  a legislative  agenda 
or  lobby  a legislator,  you  must  understand 
what  the  major  agenda  items  are  during  a ses- 


'Physicians  are  in  an  excellent  po- 
sition to  become  politically  influ- 
ential. They  are  highly  respected 
for  their  professional  training  and 
skills.' 


sion.  Some  issues  can  be  handled  quickly  but 
most  have  supporters  and  opponents  and  take 
time  to  work  out.  In  the  past,  I have  worked 
with  local  physicians  on  a variety  of  issues  and 
our  goals  have  usually  been  the  same. 

Health  care  issues  are  often  complex  and 
sometimes  controversial.  Legislators  are  likely 
to  turn  to  people  they  trust  for  information 
and  advice  on  difficult  bills.  Most  legislators 
want  to  learn  about  problems  and  discuss  so- 
lutions with  knowledgeable  people.  You  must 
be  open  and  honest  with  the  legislator  and 
understand  he  or  she  will  not  always  agree 
with  you.  Over  time,  however,  you  will  find 
yourselves  agreeing  on  many  issues. 

What  do  you  like  best  about  serving  in  the  Iowa 
Legislature?  What  do  you  like  least? 

Although  Iowa's  economy  has  not  been 
good  the  past  decade,  serving  in  the  Iowa  Leg- 
islature has  given  me  the  opportunity  to  work 


with  business,  civic  and  political  leaders  on 
policies  to  shape  the  future.  We  also  face  the 
challenge  of  ensuring  government  provides  the 
services  to  meet  needs  while  creating  a fair  and 
equitable  tax  structure. 

Being  away  from  my  wife  and  traveling 
are  my  least  favorite. 


Des  Moines  attorney  Keith  Luchtel,  IMS 
legislative  counsel,  discusses  how  bills 
become  law  and  how  physicians  can  be 
politically  effective. 


What  is  the  role  of  an  association's  legislative 
counsel? 

A lobbyist  advocates  the  association's  po- 
sitions before  the  legislature  and  state  agen- 
cies. This  involves  maintaining  contacts  with 
legislators,  constantly  monitoring  legislative 
and  agency  developments  and  serving  as  an 
information  conduit  to  and  from  the  client. 

During  a session,  dozens  of  contacts  are 
made  daily  and  dozens  of  bills  and  amend- 
ments must  be  read  each  day.  In  addition  there 
is  the  important  role  of  counselor,  which  in- 
volves assisting  the  association  in  developing 
sound  legislative  positions  and  advising  as  to 
tactics.  Finally,  there  is  the  traditional  lawyer's 
role  of  legal  analyst  and  draftsman. 

Please  summarize  the  process  a bill  follows  on 
the  way  to  becoming  law. 

An  idea  is  drafted  as  an  individually  spon- 
sored bill  or  as  a study  bill  that  is  proposed  to 
a standing  committee  of  the  legislature  by  a 
committee  chairman.  Upon  introduction,  an 
individually  sponsored  bill  is  assigned  to  a 
committee.  Committee  chairs  assign  individ- 
ual bills  and  committee  study  bills  to  subcom- 
mittees. If  a majority  of  a subcommittee  de- 
termines a bill  should  advance,  it  is  reported 
favorably  to  the  full  committee. 

If  a majority  of  the  full  committee  agrees, 
the  bill  is  reported  favorably  to  the  full  House 
or  Senate  for  consideration.  If  the  House  or 
Senate  passes  the  bill,  it  goes  to  the  other  house 
where  the  same  process  applies  (assigned  to 
a committee,  etc.)  If  there  are  no  amendments 
and  the  other  house  passes  the  bill,  it  goes 
to  the  governor. 

A bill  may  be  amended  at  any  point  in 
this  process.  To  become  law,  a bill  must  pass 
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both  houses  in  the  same  form.  Bills  sometimes 
"bounce"  back  and  forth  until  agreement  is 
achieved.  When  there  is  no  agreement  be- 
tween the  houses  after  2 tries,  a conference 
committee  made  up  of  members  of  both  houses 
is  appointed  to  work  out  the  differences. 

The  product  of  the  conference  committee, 
the  conference  committee  report,  must  pass 
each  house  and  is  not  subject  to  amendment. 
There  are  numerous  pitfalls  in  this  compli- 
cated process  that  can  "hang  up"  a contro- 
versial bill. 

How  can  physicians  be  most  effective  in  influ- 
encing legislators? 

Legislators  are  influenced  the  same  way 
we  all  are.  We  look  to  our  friends  for  approval 
and  for  guidance  in  forming  our  opinions  and 
directing  future  activities.  While  constituents 
who  are  strangers  can  affect  their  legislators, 
constituents  who  are  friendly  with  their  leg- 
islators have  a real  advantage. 

Physicians  are  in  an  excellent  position  to 
become  politically  influential.  They  are  highly 
respected  for  their  professional  training  and 
skills.  Physicians  need  to  take  the  time  to  get 
to  know  and  build  a relationship  with  their 
legislators. 

What  do  you  like  best  about  lobbying?  What  do 
you  like  least? 

The  best  part  is  participation  in  the  polit- 
ical process  and  being  involved  in  current 
events  on  behalf  of  clients  you  believe  in  and 
identify  with.  The  very  best  is  when  a client's 
interest  and  the  general  public  good  coincide, 
such  as  drafting  and  working  for  passage  of 
the  "living  will"  bill. 

The  worst  is  losing.  I hate  to  lose  and  it 
is  hard  to  put  a good  face  on  a loss,  an  essential 
for  a statehouse  professional.  Sometimes  it  is 
not  in  the  cards  to  win  an  issue.  When  a client 
doesn't  understand  that  fact  it  is  very  frus- 
trating, especially  if  the  client  refuses  to  real- 
istically modify  a position  to  salvage  the  best 
of  a bad  situation.  Sometimes  accepting  part 
of  what  you  want  is  better  than  getting  noth- 
ing. 

Lobbying  is  a high  stress  occupation,  even 
with  the  best  client  support.  It  is  depressing 
when  the  client  doesn't  deliver  at-home  sup- 
port and  an  issue  is  lost.  The  worst  is  to  make 
a superb  effort,  suffer  the  agony  of  defeat  and 
have  nothing  to  show  for  it. 


Recent  Books 


Cohen,  Richard  L.,  1988,  House  Officer:  Becom- 
ing a Medical  Specialist,  Plenum  Publishing 
Corp.,  New  York,  New  York,  $24.50.  This  is 
a very  interesting  series  of  interviews  with 
physicians  in  specialty  training.  Insights  are 
given  of  what  house  officers  perceive  as  the 
strengths  and  weaknesses  of  their  training 
programs.  This  is  good  reading  for  all  of  us 
who  have  withstood  the  rigors  of  specialty 
training.  It  should  be  required  reading  for  all 
who  are  directors  or  participants  in  the  train- 
ing of  house  officers. 

Myers,  Michael  F.,  1988,  Doctors'  Marriages:  A 
Look  at  the  Problems  and  Their  Solutions,  Plenum 
Publishing  Corp.,  New  York,  New  York, 
$29.50.  A study  has  shown  divorce  among 
physicians  and  medical  students  is  above  the 
national  average.  Dr.  Myers,  a psychiatrist, 
examines  the  problems  physicians  encounter 
in  their  personal  relationships.  The  revolu- 
tions are  interesting  and  thought-provoking. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program. ..and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of  ...and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines /Sioux  City 


Prehospital  Pain  Control: 
Nitrous  Oxide  Inhalation 


TIMOTHY  D.  PETERSON,  M.D.  and 
DONALD  E.  KERNS,  EMT-P 
Des  Moines,  Iowa 


Pain  control  in  the  prehospital  emer- 
gency setting  is  often  a neglected  aspect 
of  patient  care.  This  article  reports  find- 
ings from  6 months  of  nitrous  oxide  use 
in  the  field.  Its  safety  and  effectiveness 
in  selected  cases  is  demonstrated. 


IOWA  HAS  SEEN  AN  EVOLUTION  in  emergency 
medical  services  (EMS)  since  the  Federal 
EMS  Systems  Act  of  1973.  Provisions  for  more 
advanced  care  modalities  are  being  allowed  in 
the  field.  Priority  emphasis  is  on  rapid  stabi- 
lization, safe  transport  and  effective  therapeu- 
tic interventions  by  trained  and  supervised 
emergency  medical  technician  providers. 

The  effectiveness  of  EMS  care  delivery 
systems  is  measured  by  their  ability  to  reduce 
suffering,  disability  and  death.  Advances  in 
pain  control  are  receiving  much  attention.  Re- 


Dr.  Peterson  is  an  emergency  physician  at  Iowa  Methodist  Hospital 
in  Des  Moines.  Mr.  Kerns  is  program  manager  for  the  Iowa  Department 
of  Public  Health  Emergency  Medical  Services  section. 


lief  of  pain  can  be  beneficial  to  both  the  patient 
and  the  care  provider  when  analgesics  are  used 
responsibly. 

History 

Since  its  discovery  in  1772  by  Priestly,  ni- 
trous oxide  did  not  receive  recognition  as  an 
analgesic  until  1868,  22  years  after  ether  came 
into  use.  It  was  mostly  used  for  dental  pain. 
Eventually  its  combination  with  oxygen  be- 
came useful  for  childbirth  and  augmentation 
for  newer  forms  of  general  anesthesia. 

Nitrous  oxide  has  been  studied  in  pre- 
hospital pain  management  since  1969.  Several 
case  studies  have  been  conducted,  the  largest 
by  Stewart  in  Pittsburgh  involving  1200  pa- 
tients.^ Conclusions  consistently  demonstrate 
self  administration  of  a 50%  N2O:50%  Oxygen 
mixture  (NITRONOX)  to  be  a safe  and  effec- 
tive analgesic  for  selected  cases  during  emer- 
gency care. 

Nitronox  Use  in  Iowa 

The  pilot  study  of  Nitronox  use  in  pre- 
hospital pain  control  was  conducted  by  Mary 
Greeley  Hospital  October  1985  to  April  1986 
and  involved  34  cases. ^ The  Board  of  Medical 
Examiners  has  since  authorized  its  use  by  par- 
amedic services.  Services  presently  using  Ni- 
tronox are:  Mary  Greeley  Medical  Center  (Story 
County),  Sumner  EMS  (Bremer  County), 
County  Paramedic  Assist  (Polk  County)  and 
Ottumwa  Regional  Health  Center  (Wapello 
County). 


THE  IOWA  MEDICAL  FOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT  SCIENTIFIC 
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TABLE  1 

NITROUS  OXIDE  USAGE 
JULY-DECEMBER,  1986 


FX/Dislocation  64,0% 


Chest  Pain  18.0% 


TABLE  2 

RELIEF  NOTED  FROM  NITRONOX 


Amount  of  Relief 

Patient  Reports 

Paramedic  Reports 

Complete 

12% 

15% 

Moderate 

45% 

56% 

Mild 

26% 

17% 

None 

17% 

12% 

During  the  first  6 months  following  the 
pilot  study,  July-December  1986,  reports  were 
compiled  by  the  above  first  3 services  on  61 
patients  receiving  Nitronox.^  The  following 
observations  were  made; 

• The  main  reason  for  use  was  musculo- 
skeletal pain  (64%).  The  next  most  frequent 
use  was  for  chest  pain  (18%).  Abdominal  pain 
and  burn  pain  represented  6%  and  4%  re- 
spectively (Table  1). 

• Complete  or  partial  pain  relief  was  ex- 
perienced by  83%.  Only  17%  reported  no  re- 
lief. The  patient's  report  closely  reflects  the 
paramedic's  observation  (Table  2). 

• No  side  effects  were  experienced  in  46% 
of  patients  receiving  Nitronox.  No  patients  ex- 
perienced excitement  or  vomiting.  Side  effects 
experienced  were  infrequent  (Table  3). 

• Patient  satisfaction  was  significant.  Sev- 
enty percent  would  use  Nitronox  again;  10% 
said  they  would  not. 

Physicall  Pharmacological 
Properties 

Pure  nitrous  oxide  is  colorless  and  heavier 
than  air.  It  is  a nonexplosive  gas  and  liquifies 
in  a cylinder  at  750  Ib/in^.  Its  ability  to  diffuse 


rapidly  across  membranes  accounts  for  its  rapid 
action  and  rapid  elimination  when  adminis- 
tration stops. 

Once  thought  to  work  by  displacing  ox- 
ygen and  causing  anoxia,  it  will  do  so  only  if 
oxygen  concentration  in  the  mixture  falls  be- 
low that  of  ambient  air.  Its  main  effects  are 
through  its  sedative,  anxiolytic,  analgesic  and 
euphoric  properties.  It  is  a weak  anesthetic 
agent.  Studies  by  Chapman  demonstrate  20% 
nitrous  oxide  is  as  potent  as  15mg  of  subcu- 
taneous morphine  sulfate.^ 

Prehospital  Delivery 

Use  of  Nitronox  requires  verbal  orders  via 
radio  from  hospital  medical  control  making  the 
decision.  The  appropriate  method  is  delivery 
of  a fixed  50:50  ratio  via  a self  administered 
demand  valve.  The  only  demand  valve  avail- 
able in  U.S.  Nitronox  equipment  is  a modified 
oxygen-powered  positive  pressure  resuscita- 
tor  with  the  ventilator  button  removed.  With 
an  inspiratory  effort  of  - 1 to  - 5 cm  H2O  in- 
side the  mask  or  mouthpiece,  gas  will  be  de- 
livered."*  Since  oxygen  flow  is  required  to  drive 
the  mixing,  no  gas  can  be  delivered  if  the  ox- 
ygen pressure  is  low  or  the  tank  valve  is  left 
off. 

The  mask  or  the  mouthpiece  can  be  held 
by  the  patient.  When  sleepiness  or  apathy  be- 
comes apparent,  the  patient  cannot  maintain 
the  seal  and  administration  is  discontinued.^ 
Providers  must  continuously  monitor  the  pa- 
tient and  have  the  skills  necessary  to  handle 
problems  that  may  arise  such  as  emesis  and 
airway  maintenance.  Administration  with 
100%  oxygen  for  a few  minutes  completely  re- 
verses effects,  allowing  for  further  assessment 
by  paramedic,  nurse  or  physician.^ 

Indications 

Nitronox  is  especially  useful  for  muscu- 
loskeletal pain  and  burns.  Fractures  and  dis- 
locations uncomplicated  by  head  injury  or 
other  contraindications  reflect  its  widest  pre- 
hospital support  in  medical  literature.  Local 
protocols  must  be  determined  by  the  physician 
medical  director  who  is  ultimately  responsible 
for  its  use  in  the  field. 

Contraindications 

Close  attention  must  be  paid  to  potential 
problems.  Since  nitrous  oxide  diffuses  rapidly 
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TABLE  3 

NITRONOX  SIDE  EFFECTS 


Effects  Noted* 

Percentage  of  Times  Used 

None 

46% 

Lightheadedness 

15% 

Numbness,  Tingling 

15% 

Dizziness 

11% 

Slurred  Speech 

10% 

Drowsiness 

8% 

Nausea 

7% 

Other 

5% 

Confusion 

3% 

Excitement 

0% 

Vomiting 

0% 

‘Multiple  side  effects  per  patient  included  if  present 


TABLE  4 

CONTRAINDICATIONS  TO  NITRONOX  USE 


• Head  Injury 

• Altered  Consciousness 

• Drug/Alcohol  Intoxication 

• Dyspnea,  Cyanosis,  Suspicion  of  Pneumothorax 

• Chronic  Obstructive  Lung  Disease 

• Chest  Trauma  (danger  of  pneumothorax) 

• Abdominal  Pain  with  Distension/Suspicious  for  Obstruction 

• Severe  Abdominal  Trauma  (danger  of  perforated  viscus) 

• Decompression  Sickness,  Air  Embolism 

• Shock 

• Provider  not  Adequately  Instructed  and  Competence  not  Re- 
viewed 

• Other,  as  determined  by  medical  director 


into  air  spaces  it  can  increase  size  of  an  em- 
physematous bleb,  risking  rupture  and  pneu- 
mothorax. Air  volume  inside  a bowel  obstruc- 
tion may  increase,  risking  pain  and  rupture. 
Some  widely  recognized  contraindications  are 
listed  in  Table  4. 

Toxicity 

Toxicity  is  usually  due  to  asphyxia  and 
does  not  occur  with  the  self  administered  50:50 
mixture.  Chronic  use  and  abuse  pose  toxic 
problems.  Such  exposure  will  cause  the  cobalt 
in  Bj2  to  become  oxidized,  rendering  it  inactive 
and  mimicing  B12  deficiency  state. 

Sensorimotor  neuropathy  and  spinal  cord 
myelopathy  involving  the  posterior  and  lateral 
columns  of  the  spinal  cord  may  develop.  Early 
sensory  changes  are  stocking-glove  like  pares- 
thesias. As  the  myelopathy  progresses,  clum- 
siness, weakness  and  loss  of  balance  are  pres- 
ent. 


In  advanced  cases  of  nitrous  oxide  abuse, 
impotence,  bladder  spasticity  and  constipa- 
tion occur. ® Removal  of  the  source  gradually 
reverses  the  symptoms.  The  most  frequent  non 
medical  abuse  source  noted  is  from  whipped 
cream  cans. 

Summary 

Prehospital  EMS  is  advancing  in  manage- 
ment of  pain.  Nitronox,  the  50:50  mixture  of 
nitrous  oxide  and  oxygen,  shows  potential  be- 
cause of  its  demonstrated  safety,  ease  of  use 
and  patient  satisfaction.  Results  to  date  in  Iowa 
are  similar  to  those  in  the  leading  EMS  liter- 
ature over  the  last  several  years. 

As  with  all  modalities  of  prehospital  care, 
the  safety  and  effectiveness  of  Nitronox  re- 
quires a responsible  component  of  physician 
input,  provider  training  and  supervision,  care- 
ful attention  to  contraindications  and  contin- 
uous quality  control. 
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AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-1401 

Toil-free  in  Iowa:  1/800-747-3070 
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Toxic  Shock  Syndrome 
Reporting  in  Iowa 


CHARLES  M.  HELMS,  M.D.,  Ph.D. 
Iowa  City,  Iowa 

LAVERNE  A.  WINTERMEYER,  M.D. 
Des  Moines,  Iowa 


Since  August  1980  131  cases  of  TSS- 
like  illness  have  been  reported  by  health 
professionals  in  Iowa  to  the  Depart- 
ment of  Public  Health.  Over  half  of  the 
cases  have  been  reported  by  the  State- 
wide Epidemiology  and  Consultation 
Program. 


IN  1976,  THE  UNIVERSITY  OF  IOWA  Hospitals  and 
Clinics  Program  of  Epidemiology,  the  Iowa 
Department  of  Public  Health  and  the  Iowa 
Hospital  Association  joined  in  a statewide  ef- 
fort to  assist  Iowa  hospitals  to  meet  infection 
control  standards  set  by  the  Joint  Commission 
on  the  Accreditation  of  Hospitals.  Each  of  the 
137  hospital  administrators  in  the  state  was 
contacted  and  asked  to  identify  a hospital  em- 
ployee to  be  responsible  for  infection  control. 
From  this  pool  of  infection  control  practition- 
ers, 8 practitioner-consultants  from  8 geo- 
graphic regions  of  the  state  have  been  se- 
lected. 

The  practitioner-consultants  have  as- 
sumed leadership  roles  and  participated  in 


Dr.  Helms  is  associated  with  the  University  of  Iowa  Department  of 
Internal  Medicine.  Dr.  Wintermeyer  is  state  epidemiologist. 


specialized  courses  prepared  by  the  program 
of  epidemiology  of  University  Hospitals  and 
Clinics  and  the  Iowa  Department  of  Public 
Health.  They  have  set  up  and  carried  out  ed- 
ucational programs  for  the  other  infection  con- 
trol practitioners  in  their  regions.  Annually, 
all  infection  control  practitioners  are  invited  to 
participate  in  a statewide  infection  control  con- 
vention designed  to  update  and  deepen  un- 
derstanding of  their  discipline.  The  overall  goal 
has  been  to  maintain  the  infection  control 
practitioner  as  a vital  and  important  local  hos- 
pital resource. 

In  the  12  years  of  its  existence  the  state- 
wide program,  among  other  functions  has 
played  an  important  public  health  role  in  case- 
reporting. In  a recent  review,  we  documented 
the  value  of  the  program  in  reporting  the  state's 
experience  with  toxic  shock  syndrome  (TSS). 

Case  Reporting 

Between  August  1980  and  December  1987, 
131  cases  of  TSS-like  illness  were  reported  to 
the  Iowa  Department  of  Public  Health.  The 
mean  age  of  patients  was  23  years,  with  a range 
from  6 to  49  years.  One  hundred  twenty- two 
cases  (93%)  were  female  and  108  cases  (82%) 
were  menstrually-related.  Three  cases  died  for 
a crude  case  fatality  rate  of  2.3%.  Reported 
cases  had  onset  from  1976  to  1987  (Figure  1). 
The  majority  of  cases  (75)  occurred  in  the  3- 
year  period  1981  through  1983  corresponding 
to  the  national  epidemic  of  tampon  related  dis- 
ease. Since  then  the  number  of  cases  reported 
statewide  and  nationally  has  declined. 

The  geographic  source  of  TSS  reporting 
was  clear  in  123  (94%)  of  the  cases.  Cases  were 
reported  from  35  of  the  state's  99  counties  (Fig- 
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and 

before  Year  of  Onset 

Figure  1.  Incidence  of  cases  of  TSS-like  illness  reported 
to  the  Iowa  Department  of  Public  Health  from  1 980-1 987. 

ure  2).  Four  cases  were  brought  to  the  atten- 
tion of  county  reporters  by  public  health  of- 
ficials in  the  adjoining  states  of  Minnesota  and 
Nebraska.  Seventy-four  (57%)  of  the  TSS-like 
cases  were  reported  by  hospitals,  41  (31%)  by 
physicians,  10  (8%)  by  other  health  care  per- 
sonnel, 6 (4%)  by  unknown  sources,  and  none 
(0%)  by  patients.  Personnel  affiliated  with  the 
statewide  program  reported  72  cases  of  TSS- 
like  illness.  Thus  the  statewide  program  was 
responsible  for  reporting  55%  of  all  cases  and 
97%  of  hospital  reported  cases. 

Reporting  Efficiency 

The  reporting  efficiency  of  the  program 
was  estimated  retrospectively  by  analyzing 
discharge  diagnosis  data  from  one  of  the  net- 
work's members.  University  of  Iowa  Hospitals 
and  Clinics.  A list  was  generated  of  patients 
discharged  from  University  Hospitals  with  pri- 
mary diagnoses  of  TSS  (International  Classi- 
fication of  Disease,  ed.  9,  Clinical  Modification 
[ICD-9-CM]).  From  this  list  26  episodes  of  TSS- 
like  illness  in  25  patients  were  identified  which 


Figure  2.  Geographic  distribution  of  cases  of  TSS-like 
illness  reported  to  the  Iowa  Department  of  Public  Health 
from  1980-1987. 

occurred  between  May  1980  and  March  1985. 
Eight  episodes  occurred  before  March  1981 
when  TSS  became  reportable  and  were  coded 
under  Shock  NOS  (785.50)  with  Ill-Defined 
Condition  NEC  (799.8).  Eighteen  episodes  oc- 
curred after  that  date  and  were  coded  under 
Bacterial  Diseases  NEC  (040.89).  Eighteen 
(69%)  of  the  26  episodes  identified  were  re- 
ported by  University  Hospital  infection  control 
personnel  through  the  statewide  program.  For 
cases  occurring  before  TSS  became  reportable, 
the  reporting  efficiency  was  low,  only  38%  (3 
of  8 episodes).  For  cases  occurring  after  TSS 
became  reportable,  the  efficiency  was  higher, 
83%  (15  of  18  episodes). 

Reporting  Quality 

A case  definition  of  TSS  was  employed 
which  was  essentially  identical  to  previous 
Centers  for  Disease  Control  definitions.^-  ^ The 
definition  requires  6 criteria  be  met  for  an  une- 
quivocal diagnosis  of  TSS.  The  criteria  used 
are: 

1.  fever  38.9°C  (>102°F); 

2.  rash  (usually  a diffuse  macular  eryth- 
roderm); 

3.  desquamation  (usually  of  palms  and 
soles  and  occurring  1 to  2 weeks  after 
onset  of  illness); 

4.  hypotension  (systolic  pressure  <90  mm 
Hg  for  adults  or  <5th  percentile  by  age 
for  children  <16  years,  or  orthostatic 
syncope); 

5.  involvement  of  3 or  more  of  the  follow- 
ing organ  systems: 

(Please  turn  to  page  20) 
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• gastrointestinal  tract  (vomiting  or 
diarrhea  at  onset  of  illness); 

• muscular  system  (severe  myalgia,  or 
creatine  kinase  level  > 2 X the  upper 
limits  of  normal  [ULN]); 

• mucous  membranes  (vaginal,  oro- 
pharyngeal or  conjunctival  hypere- 
mia); 

• urinary  tract  (blood  urea  nitrogen  or 
creatinine  level  > 2 X ULN,  or  > 5 leu- 
kocytes per  high  power  field  — in  the 
absence  of  a urinary  tract  infection); 

• hepatic  system  (total  bilirubin,  AST 
(GOT)  or  ALT  (GPT)  > 2 X ULN); 

• hematologic  system  (platelets  < 100, 
000/mm);^ 

• central  nervous  system  (disorienta- 
tion or  alteration  in  consciousness 
without  focal  neurologic  signs  when 
fever  and  hypotension  are  absent); 

6.  negative  test  results  on  the  following 
tests,  if  obtained: 

• blood,  throat  or  cerebrospinal  fluid 
cultures; 

• serologic  tests  for  Rocky  Mountain 
spotted  fever,  leptospirosis  and  mea- 
sles. 

Cases  meeting  all  6 of  the  above  criteria 
are  definite  cases  of  TSS.  Cases  meeting  the 
sixth  criterion  and  all  but  one  of  the  first  5 
criteria  are  probable  TSS  cases.  Case  meeting 
the  sixth  criterion,  but  failing  to  meet  2 or  more 
of  the  first  5 criteria  are  uncertain  TSS  cases. 

Based  on  this  strict  case  definition  it  was 
possible  to  assess  the  quality  of  case  reporting 
by  the  statewide  program.  Of  72  cases  re- 
ported to  the  Iowa  Department  of  Public  Health 
by  the  program,  55  (76%)  were  definite  or 
probable  TSS  cases.  This  figure  compared  fa- 
vorably with  that  of  physician  reported  cases. 
Of  41  physician  reported  cases,  36  (88%)  were 
definite  or  probable. 

Conclusion 

The  Statewide  Epidemiology  and  Con- 
sultation Program  plays  a key  role  in  reporting 
TSS  cases  in  Iowa.  To  date  this  program  has 
accounted  for  55%  of  the  TSS-like  cases  re- 
ported statewide. 

Reporting  efficiency  results  must  be  in- 
terpreted with  caution  since  they  are  based  on 
data  from  only  one  of  many  reporting  hospi- 
tals. They  clearly  cannot  be  generalized  to  the 
entire  statewide  program.  Nevertheless,  the 


results  provide  a useful  estimate.  As  might  be 
expected  from  its  hospital-based  nature,  the 
program  was  particularly  efficient  (97%)  in  re- 
porting cases  identified  in  the  hospital  setting. 
In  addition,  the  efficiency  of  reporting  im- 
proved (from  38%  to  83%)  once  TSS  became 
formally  reportable.  The  validity  of  program 
reporting  is  evident  in  that  over  75%  of  the 
cases  reported  turned  out  to  be  definite  or 
probable  cases. 

In  addition  to  its  role  in  case  reporting, 
the  program  contributed  significantly  to  state 
public  health  efforts  in  education  and  re- 
search. The  program  facilitated  the  participa- 
tion of  Iowa  in  the  Tri-State  Study  of  TSS  which 
first  demonstrated  the  relationship  of  tampon 
absorbancy  to  risk  of  TSS.^-^It  enabled  rapid 
reporting  of  clinical  information  to  state  and 
national  physicians  early  in  the  course  of  the 
TSS  epidemic. It  has  permitted  ongoing  clin- 
ical and  epidemiological  studies  of  TSS.® 

We  conclude  the  Statewide  Epidemiology 
and  Consultation  Program  has  been  a valuable 
contributor  to  the  public  health  of  Iowa  in  the 
12  years  of  its  existence.  The  program  contin- 
ues to  prove  important  in  the  present  era  of 
AIDS  by  facilitating  case  reporting  and  assist- 
ing in  the  education  of  health  professionals. 
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LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 
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Worth  a Look!  New  From 
IOWA  MEDICAL  SOCIETY 


Reduce  Your 
Taxes 

and  Strengthen 
Your  Security  with 

The 

Prime  Financial 
Benefit  Trust 


Greater  Security 
Reduced  Taxes 
Effective  Financial 
Planning 

□ Tax  deductible  contributions 

□ Flexible  funding  to  suit  your  cash  flow 
needs 

□ Assets  secured  from  creditors  in  most 
cases.  Product  backed  by  A+  Superior 
rated  insurance  company 

□ Taxes  deferred  on  assets  held  by  the 
insurance  company 


□ Compatible  with  existing  retirement 
plans,  IRAs  and  Keogh  Plans 

□ Low  set-up  and  maintenance  costs 

□ You  may  terminate  the  plan  at  any  time 

□ No  tax  penalty  for  early  withdrawal 


MERCY 

KUVERS 


...swift patient  transport 
via  Mercy  Air  Life 

This  airborne  critical  care  center  offers 
swift  patient  transport  and  assistance  to 
hospitals  and  physicians  in  stabilization 
and  early  treatment  of  patients.  Air  Life, 
which  can  be  virtually  anywhere  in  Iowa 
within  one  hour,  is  a vital  transportation 
link  between  Mercy's  newly  expanded 
Emergency  Room  and  the  rest  of  the  state. 
Call  515-247-8777. 

...  information  and  consultation, 
physician  to  physician 

Mercy's  Physician  Consulting  Service 
provides  an  effective,  efficient  way  to 
get  the  most  up-to-date  information  or 
consultation  you  desire  - — from  physicians 
in  a broad  range  of  speciality  areas.  Call 
1 -800-66-MERCY,  Ext.  8655,  night  or  day. 


...information  on  your  patients 
The  Physician  Liaison  office  provides 
up-to-the-minute  information  about  your 
patients  admitted  to  Mercy  Hospital  Medical 
Center.  It  also  can  connect  you  with  other 
Mercy  services  like  Continuing  Medical 
Education. 

Call  the  Physician's  Line  — 
1-800-66-MERCY,  Ext.  8655 
for  information  about  these 
and  other  Mercy  services 
Heart  Center  • Pediatric  Heart  Center  • 
Cancer  Center  • Kidney  Center  • 
Neurological  and  Orthopedic  Services  • 
Alcohol  and  Drug  Recovery  • Special 
Care  Nursery  • Eating  Disorders  • Pain 
Center  • Radiology 
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Sixth  & University  • Des  Moines,  Iowa  50314 


Clinicopathologic  Conference 


The  Case  of  a Young 
Man  with  a Stroke 


A27-YEAR-OLD-MAN  was  admitted  to  Uni- 
versity of  Iowa  Hospitals  because  of  con- 
fusion and  an  abnormal  computed  tomo- 
graphic (CT)  scan  of  the  head. 

Clinical  Findings 

One  week  before  admission  he  failed  to 
report  to  work  and  the  following  day  was  found 
at  home  confused  and  assumed  drunk.  Two 
days  before  admission  he  came  to  work  un- 
kempt and  disoriented.  A friend  brought  him 
to  a local  emergency  room  and  he  was  trans- 
ferred to  University  of  Iowa  Hospitals.  Details 
of  the  past  medical  history  were  not  known. 
His  employment  application  indicated  no 
medical  problems.  He  occasionally  drank  al- 
cohol and  was  not  known  to  abuse  drugs. 

Temperature  was  36.6°C,  pulse  60,  res- 
piratory rate  16  and  blood  pressure  120/70 
mmHg.  There  were  no  skin  lesions  or  palpable 
lymph  nodes.  Head  and  neck  were  normal  ex- 
cept for  very  poor  dentition.  Chest  and  ab- 
dominal exams  were  normal.  He  had  a fluent 
aphasia  and  made  frequent  paraphrasic  errors 
and  word  substitutions  and  exhibited  written 
and  verbal  perseverations.  He  could  not  read 
or  follow  2-step  commands.  Cranial  nerves 
were  intact.  The  funduscopic  exam  was  nor- 
mal and  visual  fields  were  full  by  confronta- 
tional testing.  Muscle  mass,  tone  and  strength 
were  normal.  Exams  for  sharp  and  dull  dis- 
crimination, light  touch  and  proprioception 
were  normal.  Reflexes  were  asymmetric  with 
the  biceps,  triceps  and  brachioradialis  all  3 -h 
on  the  right  and  2 + , 1+  and  trace  respec- 
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tively,  on  the  left.  Knee  and  ankle  jerk  reflexes 
were  2 + . Babinski  reflex  was  present  on  the 
right. 

Urinalysis  was  normal.  Complete  blood 
count  and  differential  were  normal.  Electro- 
lytes, urea  nitrogen,  creatinine,  calcium,  phos- 
phorus, total  protein,  glucose  and  liver  func- 
tion tests  were  also  normal.  Erythrocyte 
sedimentation  rate  was  20  mm  per  hour. 

Chest  x-ray  was  normal.  A head  CT  scan 
showed  a 3 X 5 cm  low  density  area  in  the 
left  posteroparietal  region.  Anterior  to  this  le- 
sion was  a 2 cm  enhancing  area  of  luxury  per- 
fusion. An  echocardiogram  revealed  a thick- 
ened anterior  mitral  valve  leaflet  but  no  definite 
vegetations.  A left  carotid  angiogram  showed 
lack  of  filling  of  numerous  posterotemporal  and 
angular  branches  of  the  middle  cerebral  artery 
and  delayed  flow  through  irregular  postero- 
parietal branches. 

On  the  third  hospital  day,  1 of  4 blood 
culture  bottles  grew  gram  positive  cocci  in 
clusters.  A diagnostic  procedure  was  done. 

Clinical  Discussion 

William  E.  Bell,  M.D.,  Pediatric  Neurol- 
ogy; I would  first  note  the  patient  is  male  and 
27  years  old.  Certain  disorders  are  more  prev- 
alent in  one  sex  and  his  youth  diminishes 
probabilities  of  some  illnesses.  We  also  know 
his  illness  was  relatively  brief  and  had  an  ab- 
rupt onset.  He  was  brought  to  the  hospital  by 
a friend  rather  than  a family  member.  In  cer- 
tain settings  this  could  be  significant.  One  may 
wish  to  know  whether  the  friend  was  male  or 
female  and  what  was  the  relationship  with  the 
patient. 

(Please  turn  to  page  24) 
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Physical  signs  indicate  some  form  of  focal 
cerebral  dysfunction.  The  dysphasia  with  dys- 
lexia suggests  the  process  at  least  involved  a 
portion  of  the  posterior  aspect  of  the  left  tem- 
poral lobe.  One  can  assume  minimal  involve- 
ment of  the  posterior  frontal  region  because 
of  the  absence  of  paresis.  The  same  can  be  said 
about  the  anterior  parietal  region  since  there 
was  no  sensory  loss. 

The  CT  scan  showed  a nonenhancing  le- 
sion with  little  mass  effect  and  lateral  ventri- 
cles that  are  midline  with  no  distortion  of 
shape.  A nonenhancing  process  without  sig- 
nificant mass  effect  is  not  likely  due  to  a tumor. 
In  general,  if  a primary  brain  tumor  is  of  suf- 
ficient size  to  cause  global  mental  confusion, 
it  will  have  a significant  effect  on  adjacent 
structures.  A strictly  localized  lesion  without 
mass  affect  in  the  posteriotemporal  region 
would  be  expected  to  cause  localized  abnor- 
malities in  the  region  of  the  lesion  and  would 
not  be  expected  to  be  associated  with  confu- 
sion or  lethargy. 

Angiographic  findings  show  abnormali- 
ties which  involve  multiple  medium-sized  ce- 
rebral arteries.  One  cannot  ascertain  whether 
the  occluded  vessels  are  obstructed  from  pri- 
mary intrinsic  disease  or  because  of  embolic 
obstruction.  The  multiplicity  of  vessels  in- 
volved and  the  description  of  both  occlusion 
and  vessel  irregularity  suggests  the  process  is 
primarily  inflammatory  affecting  the  vascular 
structure  rather  than  obstructive  from  embol- 
ization. 

The  absence  of  fever  and  leukocytosis  and 
the  normal  sedimentation  rate  are  important 
points.  A majority  of  patients  with  bacterial 
sepsis  or  endocarditis  will  be  intermittently  fe- 
brile, have  leukocytosis  at  some  point  or  have 
an  elevated  sedimentation  rate.  Most  with  en- 
docarditis will  have  cardiac  murmurs.  The  ab- 
sence of  significant  murmurs  does  not  com- 
pletely exclude  the  possibility  of  endocarditis 
but  significantly  diminishes  the  probability. 
One  of  4 blood  culture  bottles  grew  a gram 
positive  coccus  organism  after  48  hours.  Such 
an  organism  isolated  48  hours  after  the  blood 
was  obtained  from  an  afebrile  patient  without 
leukocytosis  can  probably  be  assumed  not  to 
be  Staphylococcus  aureus. 

One  should  consider  whether  the  patient 
is  immunocompetent  or  immunosuppressed. 
The  history  does  not  provide  much  support 
for  an  immunosuppressive  illness.  However, 


immunosuppression  without  clinical  manifes- 
tations raises  the  possibility  of  infection  with 
the  human  immunodeficiency  virus  (HIV). 
Progressive  multifocal  leukoencephalopathy 
can  be  the  first  manifestation  of  HIV  infection. 
This  viral  illness  can  also  provoke  a cerebral 
vasculitis,  however,  the  CT  findings  are  not 
compatible  with  this  diagnosis. 

A second  line  of  inquiry  is  whether  this 
patient's  illness  has  a noninfectious  etiology. 
One  possibility,  not  yet  proven  to  be  infec- 
tious, is  granulomatous  angiitis  of  the  brain 


'The  occurrence  of  a stroke  in  an 
afebrile  young  adult  with  a nor- 
mal white  count  and  sedimenta- 
tion rate  and  with  evidence  of 
vasculitis  would  be  more  com- 
patible with  meningovascular 
neurosyphilis  than  other  possibil- 
ities/ 


which  can  result  in  angiographic  abnormalities 
similar  to  those  seen  here.  Most  people  are 
older  than  our  patient,  have  a more  chronic 
history,  evidence  of  more  diffuse  brain  dys- 
function and  a significantly  elevated  sedimen- 
tation rate. 

Another  disorder  with  similar  angio- 
graphic findings  is  necrotizing  cerebral  angiitis 
seen  in  intravenous  drug  abusers.  This  can  be 
a very  difficult  diagnosis  to  establish.  About 
the  only  way  to  prove  this  type  of  vasculitis 
in  the  absence  of  a history  of  drug  abuse  is 
with  a brain  biopsy  showing  either  talc  crystals 
or  foreign  material  within  the  involved  cere- 
bral vessels.  Left  atrial  myxoma  with  tumor 
embolization  to  the  brain  might  also  be  con- 
sidered; but  the  absence  of  murmurs,  conges- 
tive heart  failure  or  evidence  of  other  organ 
embolization  substantially  diminishes  this 
possibility. 

Collagen-vascular  diseases  deserve  con- 
sideration. Systemic  lupus  erythematosus  is 
much  more  common  in  young  adult  females 
than  in  males  and  the  angiographic  findings 
demonstrated  here  would  be  very  unusual.  The 
patient's  angiographic  abnormalities  can  be 
seen  with  the  Churg-Strauss  syndrome.  How- 
ever, cerebral  involvement  with  that  disorder 
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is  quite  infrequent.  In  addition,  there  is  no 
history  of  chronic  asthma  and  significant 
eosinophilia.  Deficiencies  of  protein  C,  protein 
S and  antithrombin-III  represent  rarely  en- 
countered causes  of  primary  thrombotic  cer- 
ebrovascular disease  in  young  people. 

Infectious  illnesses  deserve  consideration 
and  one  possibility  is  septic  cerebral  vasculitis. 
Herpes  zoster  cerebral  angiitis  is  expected  to 
foUow  identifiable  segmental  cutaneous  herpes 
which  had  not  been  described  in  this  patient. 
The  poor  state  of  dentition  raises  the  possi- 
bility of  anaerobic  bacteremia  complicated  by 
bacterial  endocarditis  with  subsequent  cere- 
bral vasculitis.  However  the  absence  of  fever 
and  leukocytosis  as  well  as  the  absence  of  mur- 
murs make  this  consideration  less  likely. 

Among  infectious  illnesses  not  yet  con- 
sidered is  meningovascular  neurosyphUis.  The 
question  arises  whether  or  not  the  patient  had 
had  a primary  or  secondary  stage  of  syphilis. 
A negative  history  of  the  primary  or  secondary 
stage  in  a young  adult  with  acute  meningo- 
vascular neurosyphilis  would  not  be  unusual 
or  surprising.  The  occurrence  of  a stroke  in  an 
afebrile  young  adult  with  a normal  white  count 
and  sedimentation  rate  and  with  evidence  of 
vasculitis  would  be  more  compatible  with 
meningovascular  neurosyphilis  than  other 
possibilities. 

As  one  approaches  a final  diagnostic  de- 
cision, it  is  apparent  there  are  3 primary  con- 
siderations that  become  difficult  to  completely 
separate.  First  is  the  possibility  of  bacterial  en- 
docarditis despite  the  relatively  benign  find- 
ings on  the  echocardiogram  and  the  lack  of 
unequivocal  evidence  for  infection.  Second,  our 
information  does  not  completely  exclude  the 
possibility  the  patient  was  an  intravenous  drug 
user  and  as  a complication  has  cerebral  nec- 
rotizing angiitis.  The  third  possibility  is  that 
he  has  meningovascular  neurosyphilis.  I con- 
clude the  second  possibility  is  the  least  likely, 
the  first  and  third  are  the  more  likely  and  men- 
ingovascular neurosyphilis  with  infarction 
being  the  best  possibility. 

I suspect  the  diagnostic  procedure  was  a 
lumbar  puncture  and  CSF  examination. 

Diagnostic  Procedure 

A lumbar  puncture  was  done  on  the  fifth 
hospital  day.  The  CSF  had  12  red  blood  cells/ 
mm^  and  179  white  blood  cells/mm^  with  175 
lymphocytes  and  4 plasma  cells.  The  glucose 


was  35  mg/100  ml  (serum  glucose  was  108  mg/ 
100  ml)  and  protein  was  144  mg/100  ml.  CSF 
cultures  were  negative.  VDRL  titers  were  1:16 
(serum)  and  1:32  (CSF)  and  the  FTA-ABS  was 
reactive  with  both  serum  and  CSF.  During  the 
initial  4 days  of  hospitalization,  7 of  12  blood 
culture  bottles  grew  Staphylococcus  aureus.  A 
repeat  echocardiogram  showed  a bright  and 
somewhat  thickened  anterior  mitral  valve  leaf- 
let but  no  obvious  vegetations.  There  was  no 
right-to-left  shunt. 

The  patient  was  treated  with  high  dose 
penicillin  G (3  weeks)  for  meningovascular 
neurosyphilis  and  vancomycin  (3  weeks)  fol- 
lowed by  nafcillin  (1  week)  for  presumed  in- 
fectious endocarditis.  Serial  CSF  studies  dur- 
ing therapy  showed  improvement.  Four 
abscessed  teeth  were  also  removed. 

There  was  gradual  improvement  of  the 
aphasia.  Further  questioning  revealed  the  pa- 
tient was  homosexual  and  one  year  earlier  was 
adequately  treated  for  syphilis.  His  VDRL  titer 
at  that  time  was  1:32,  however,  the  CSF  was 
not  examined.  HIV  antibody  during  this  ad- 
mission was  positive. 


Your  future  could  depend  on  it . . . 


ADVANTAGE 


Did  you  know  your  chances  of  being  disabled 
are  1 in  8 and  if  you’re  between  35-65  the 
risk  of  disability  before  retirement  is  even 
higher?  The  odds  are  1 in  2! 

The  ADVANTAGE  offers: 

• The  best  definition  of  disability  and  partial 
disability. 

• Guaranteed  continuable  for  life. 

• Up  to  15%  discount  available. 

When  was  the  last  time  you  took  a 6-month 
vacation? 

For  more  information  on  DISABILITY 
INCOME  INSURANCE  call  or  write: 

H.  Dana  Bentzinger 
100  8th  Street  S.E. 

Altoona,  Iowa  50009 
515/967-8131 
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ARMY  RESERVE  OFFERS 
NEW  FINANCIAL  INCENTIVES 
FOR  RESIDENTS  IN  ANESTHESIOLOGY 
AND  SURGICAL  SPECIALTIES 


If  you  are  a resident  in  Anesthesia 
ology,  Orthopaedic  Surgery,  or 
General  Surgery  including 
Neurosurgery,  Colon/Rectal, 
Cardiac/Thoracic,  Pediatric, 
Peripheral/Vascular  and  Plastic 
Surgery,  the  Army  Reserve  has  a 
new  and  exciting  opportunity  for 
you.  The  New  Specialized  Traim 
ing  Assistance  Program  will  prO' 
vide  you  with  financial  incentives 
while  you’re  training  in  one  of 
these  specialties. 

Here’s  how  the  program  can 
work  for  you.  If  you  qualify,  you 
may  be  selected  to  participate  in 
the  Specialized  Training  Assist' 
ance  Program.  You’ll  serve  in  a 


local  Army  Reserve  medical  unit 
with  flexible  scheduling  so  it 
won’t  interfere  with  your  resh 
dency  training,  and  in  addition 
to  your  regular  monthly  Reserve 
pay,  you’ll  receive  a stipend  of 
$678  a month. 

You’ll  also  have  the  opportu- 
nity to  practice  your  specialty  for 
two  weeks  a year  at  one  of  the 
Army’s  prestigious  Medical  Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Train- 
ing Assistance  Program.  Call  (col- 
lect) your  U.S.  Army  Medical 
Department  Reserve  Personnel 
Counselor:  Major  Larry  Matthews 
612/854-7702 


ARMY  MEDICINE. 


BE  ALL  YOU  CAN  BE. 


Marion  E.  Alberts,  M.D 


A Continuing  Challenge 


Omnes  res  perinde  sunt  ut  agas.  (All  things  are 
what  you  make  them.) 

Plautus,  Pseudolus,  1.  578 
(Act  ii,  sc.  1.) 

1 am  not  afraid  of  tomorrow,  for  1 have  seen  yes- 
terday and  1 love  today. 

William  Allen  White 


1HAVE  NOT  WRITTEN  any  resolutions  for  the 
new  year.  Many  consider  new  year's  res- 
olutions to  be  an  annual  ritual.  The  above 
quotations  fulfill  the  attitude  one  should 
have  each  day  of  the  year.  Too  often  the  an- 
nual statement  of  resolution  is  nothing  more 
than  empty  ritual  . . . thoughts  for  today, 
forgotten  too  soon. 

Each  new  year  brings  new  challenges. 
Responsibilities  continue  and  our  attitudes 
toward  those  responsibilities  should  have 
firmness  in  their  resolve.  That  attitude  per- 
tains to  the  practice  of  medicine  as  much  as 
to  overall  daily  living. 

Iowa  physicians  face  many  new  chal- 
lenges in  the  future.  There  are  continuing 
challenges  from  the  past  as  well.  Our  contin- 
uing challenge,  of  course,  is  to  provide  the 
best  medical  care  possible  within  our  capa- 
bilities. Some  statistics  show  in  spite  of  the 
cost  of  medical  care,  the  abundance  of  phy- 
sicians in  the  United  States  and  the  excellent 
health  care  facilities  at  our  disposal,  some 
glaring  deficiencies  continue.  One  that  has 
been  a concern  to  me  is  that  infant  mortality 
rates  in  the  United  States  do  not  measure  up 


to  data  from  countries  of  comparable  cultural 
status. 

Our  society  is  complex  and  much  is  de- 
pendent on  legislative  action.  We  as  a 
profession  must  support  proposals  which  do 
not  reflect  a selfish  attitude.  We  must  act  for 
the  betterment  of  medical  care  for  all.  Natu- 
rally, we  have  some  proposals  that  will  en- 
hance the  manner  of  health  care  delivery. 

We  support  measures  which  do  not  bind  us 
to  arbitrary  regulations  and  laws  which,  by 
their  enactment,  defeat  the  more  efficient 
ways  of  medical  practice. 

The  IMS  legislative  committee  has  pro- 
mulgated a series  of  priorities  for  1989. 
Among  others  is  support  for  a commission 
to  evaluate  licensure  and  the  scope  of  prac- 
tice. Opposition  is  voiced  to  therapeutic  sub- 
stitution. IMS  will  support  agricultural 
health/environmental  issues,  as  well  as  is- 
sues relating  to  transportation  safety  (sup- 
port seat  belt  laws,  required  motorcycle  hel- 
mets, moped  regulation  and  restriction  of 
all-terrain  vehicles).  We  shall  be  concerned 
with  smoking  laws  as  well  as  laws  allowing 
the  use  of  fireworks. 

These  issues  need  not  be  the  concern 
only  of  the  medical  profession.  They  are 
valid  concerns  of  any  person  dedicated  to 
the  welfare  of  society  rather  than  the  selfish 
motives  of  a few.  Let  us  hope  our  lawmak- 
ers represent  all  of  us,  not  just  the  ones  who 
voted  for  them.  They  are  servants  of  society. 
Let  us  not  be  afraid  of  tomorrow;  let  tomor- 
row be  a challenge  for  what  we  make  of  the 
future  will  be  our  own  doing.  — M.E.A. 
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Richard  M.  Caplan^  M.D. 

CME  Notebook 


The  Need  for  CME  Will  Persist 


A RECENT  NEWS  STORY  reported  many  doc- 
tors who  prescribe  nicotine  gum  for 
patients  who  smoke  really  don't  understand 
what  the  drug  is  doing  or  how  it  should  be 
used.  Apparently,  some  doctors  prescribe  it 
for  smokers  who  have  no  real  intent  or  plan 
to  stop  smoking,  in  which  case  the  total  nic- 
otine burden  is  simply  increased. 

At  about  the  same  time,  a flurry  of 
news  items  appeared  about  the  prescribing 
of  the  drug  Accutane,®  which  can  be  very 
useful  in  treating  severe  acne  and  some 
other  uncommon  dermatologic  conditions. 
The  drug  is  a potent  teratogen,  however, 
and  if  used  by  a woman  of  childbearing  age, 
the  possibility  of  pregnancy  must  be  ex- 
cluded. Although  they  may  have  known  this 
fact,  physicians  did  not  always  do  what  was 
necessary  to  assure  the  avoidance  of  a catas- 
trophe. The  FDA  and  the  drug's  manufac- 
turer have  developed  a precedent-making 
program  that  attempts  to  eliminate  the  haz- 
ard by  appropriate  screening  and  monitoring 
of  women  at  risk. 

How  could  anyone,  reflecting,  truly  be- 
lieve all  would  go  smoothly  in  the  appropri- 
ate use  of  these  new  drugs?  All  that  we 
know  about  the  imperfections  of  human 
beings,  plus  all  that  sociological  research 
about  the  adoption  of  innovations  has 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


taught  us,  means  some  part  of  the  popula- 
tion always  learns  and/or  adopts  slowly  that 
which  is  new  (including  all  that  is  necessary 
for  safe  use  of  the  new). 

A lecture  that  I heard  recently  dealt 
with  a disease  that  was  originally  called 
muco-cutaneous  lymph  node  syndrome.  It 
now  appears  that  lymph  node  enlargment  is 
a relatively  unusual  clinical  feature,  and 
those  interested  in  nomenclature  are  trying 
to  drop  that  part  of  the  name  in  favor  of  the 
eponymonic  version,  "Kawasaki  disease." 
Another  lecture  dealt  with  recent  findings, 
using  specially  prepared  antibodies  and  elec- 
tron microscopy,  that  help  demonstrate  the 
defect  that  occurs  in  the  epidermal  basement 
membrane  of  patients  who  suffer  from  epi- 
dermolysis bullosa. 

I cite  these  miscellanea  to  illustrate  a 
point  you  might  consider  obvious,  namely, 
that  unless  all  progress  comes  to  a complete 
halt,  and  maybe  even  then,  there  will  con- 
tinue to  be  need  for  continuing  education. 
The  notion  that  medicine  has  been  a learned 
profession  is  not  a new  idea,  its  roots  having 
begun  for  Western  Civilization  in  the  time  of 
ancient  Greek  glory.  However,  the  idea  that 
medical  work  required  one  to  be  an  active 
life-long  learner  dates,  in  any  meaningful 
way,  mainly  to  the  past  century.  Tm  willing 
to  predict,  and  certainly  hope  I'm  right,  that 
this  need  will  continue  long  past  the  lifetime 
of  anyone  reading  these  words. 
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MOST  OF  THE  <l!EOPLE  IN  THIS 
BUILDING  mVE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 

Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  low  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 

IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non -physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  affects  our 
patients  and  our  profession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  / West  Des  Moines,  Iowa  / Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  lA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
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Curious  Cases 


( ARAFATE* 

A Pain  in  the  Gluteus  ^^(sucralfate) Tablets 


BRIAN  FORD,  M.D. 

Spirit  Lake,  Iowa 

IN  JUNE,  1988  a 66-year-old  woman  with  a 
history  of  diverticulosis  came  to  my  office 
complaining  of  a recurrent  abscess  on  her  left 
buttock.  In  April,  1988,  she  had  an  injection 
in  this  area  of  Zylocaine®  and  Depomedrol® 
for  pain  which  was  believed  to  be  from  a bur- 
sitis. 

Following  that  injection,  she  developed 
an  abscess  that  was  incised  and  drained  in 
May  of  1988.  She  did  quite  well  on  oral  anti- 
biotics and  the  abscess  had  been  healing. 

She  then  moved  to  our  town  where  she 
often  resides  for  the  summer  and  came  in  for 
further  care  of  the  abscess.  With  oral  antibiot- 
ics and  home  health  care  provided  by  regis- 
tered nurses,  the  abscess  healed. 

Five  weeks  after  the  abscess  had  healed 
over  completely,  the  patient  noticed  pain  in 
the  same  area.  The  pain  was  followed  by  spon- 
taneous rupture  and  drainage  in  the  left  glu- 
teal area  once  again.  At  this  point,  the  abscess 
cavity  was  small  and  measured  only  Vi  cm 
across  and  Vi  cm  deep. 

Tom  Throckmorton,  M.D.,  a general  sur- 
geon on  our  staff,  examined  the  patient.  A 
sinogram  showed  that  the  abscess  communi- 
cated freely  with  the  sigmoid  colon  via  a fistula 
passing  through  the  left  sacral  notch. 

A low  anterior  resection  of  the  sigmoid 
colon  followed  by  a drainage  procedure  of  the 
pelvic  abscess  with  excision  of  the  gluteal  fis- 
tulous tract  was  done.  At  the  time  of  surgery, 
a small  pelvic  abscess  also  was  found  which 
contained  5-10  cc  of  frank  pus. 

The  patient  has  done  very  well  and  is  now 
one  month  past  surgery.  At  this  time,  her  glu- 
teal wound  is  almost  completely  healed.  We 
feel  that  her  small  size  was  a contributory  fac- 
tor in  allowing  this  abscess  and  fistula  to  de- 
velop. At  the  time  of  hospital  admission  she 
weighed  84  pounds  and  was  5'  2"  tall.  Since 
leaving  the  hospital,  she  has  gained  about  15 
pounds. 
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BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  suaalfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  signifirance  of  these  animal  studies  is  yet  to  be  defined.  Howevec 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenidty.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  dnjg  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  exaeted  in 
human  milk  Because  many  drugs  are  exaeted  in  human  milk  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effertiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  suaalfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 . Eliakim  R Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987;9(4):395-399. 
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Cara£ate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin 


and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers]  For  those  NSAID 


users  to  become 


users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  .therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 


0160N8 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  resoiralorv  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influeraae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci! 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOfl  should  BE  administered  cautiously  to  penicilliN' 

SENSITIVE  RATIENTS  PENICILLWS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
AaERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spenrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old,  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthntis/arthralgia.  and  frequently,  fever).  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dininess.  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukotVe  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Chnitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly!  loeioeai 

Additional  information  available  from  PV  235i  amp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


C 1988  ELI  LILLY  AND  COIMPANY  CR-5012-B-849345 


Practice  Management 


The  Emerging  Personnel  Shortage 


IN  JUNE  OF  1988,  the  unemployment  rate  for 
Iowa  was  4%,  while  the  unemployment  rate 
for  the  entire  United  States  was  5.3% . The  U.S. 
rate  is  the  lowest  since  1974.  Despite  Iowa's 
recent  economic  problems  and  the  potential 
impact  of  the  recent  drought,  it  appears  Iowa 
will  be  following  the  trend  of  the  rest  of  the 
country  toward  personnel  shortages  in  many 
industries,  including  health  care. 

In  addition  to  the  shortage  of  physicians 
in  some  geographical  areas,  there  is  also  a 
shortage  of  radiologic  technologists,  medical 
technicians,  medical  secretaries  and  reception- 
ists for  some  group  practices  and  clinics  in 
Iowa.  The  demand  for  these  people  will  in- 
crease and  will  probably  spread  to  other  po- 
sitions such  as  medical  assistants,  billing  clerks 
and  other  clerical  positions. 

Why  the  Shortage? 

The  first  reason  for  the  shortage  will  be 
the  "baby  bust."  There  are  fewer  youth  en- 
tering the  labor  force  in  the  United  States  and 
in  Iowa  due  to  the  declining  birth  rate  since 
1964.  The  Iowa  high  school  senior  enrollments 
will  drop  over  an  8-year  period  from  40,961  in 
1983  to  a projected  29,914  seniors  in  1991.  (See 
table.)  This  represents  a 22%  decrease  in  high 
school  students  going  into  the  labor  force. 

Another  reason  for  the  emerging  shortage 
is  increasing  options  for  young  women  in  what 
has  been  predominantly  a female-staffed  office 
setting. 

A third  factor  in  the  shortage  of  skilled 
medical  staff  employees  is  a decline  in  the 
number  of  radiology  and  medical  laboratory 


This  article  was  authored  by  David  Fumeaux  of  Hamilton  Associates, 
a personnel  consulting  division  of  McGladrey  & Pullen,  Des  Moines. 


IOWA  HIGH  SCHOOL  SENIORS 


School 

Year 

Enrollment 

1982-83 

40,961 

1983-84 

38,729 

1984-85 

37,525 

1985-86 

35,906 

1986-87 

36,222 

1987-88 

36,956 

1988-89 

35,480 

1989-90 

32,599 

1990-91 

29,914 

Source:  Iowa  Education  Department 


training  programs  in  the  last  10  years.  Though 
some  of  the  remaining  schools  have  had  an 
enrollment  increase  during  the  summer  of 
1988,  the  numbers  will  still  be  fewer  than  the 
demand  in  the  future. 

A fourth  factor  is  the  mismatching  of  pub- 
lic skills  with  some  medical  employment  de- 
mands. Medical  transcription  is  a good  ex- 
ample. It  takes  patience,  aptitude  and  ability 
to  work  in  solitary  conditions  that  are  some- 
times unattractive  to  those  interested  in  tra- 
ditional secretarial/clerical  positions. 

A fifth  factor  which  will  fuel  the  shortage 
is  the  increased  probability  of  job  changing  by 
the  working  public  in  general.  Today  in  the 
U.S.,  one  in  5 people  changes  jobs  each  year 
and  one  in  10  switches  careers.  Some  of  this 
turbulence  stems  from  the  availability  of  po- 
sitions elsewhere  and  the  increasing  attitude 
that  no  position  is  permanent  given  the  lay- 
off's, terminations  and  down-sizing  many  em- 
ployees have  experienced  in  recent  years. 

Next  month's  Practice  Management  column 
will  discuss  ways  physicians'  offices  can  cope  with 
the  impending  employee  shortage. 
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PRO  Update 


IFMC  Medicare  Review: 
Monitoring  Quality 


Editors'  Note:  This  is  the  first  in  a series  of  articles 
written  by  Iowa  Foundation  for  Medical  Care  phy- 
sician leadership  to  inform  IMS  members  of  upcom- 
ing changes  in  the  Medicare  peer  review  organi- 
zation (PRO)  program. 

Most  of  you  are  aware  the  Health  Care 
Financing  Administration  (HCFA)  has 
made  significant  revisions  in  the  Medicare  PRO 
review  process.  The  Iowa  Foundation  for  Med- 
ical Care  (IFMC),  Iowa's  PRO,  will  institute 
these  changes  on  April  1,  1989.  We  wish  to 
familiarize  Iowa  physicians  and  hospitals  with 
these  changes  before  they  occur. 

Quality  review  is  an  area  affected  by  the 
new  guidelines.  HCFA,  which  administers  the 
Medicare  program,  wants  greater  consistency 
in  methods  used  by  PROs  to  identify  and  re- 
solve quality  of  care  concerns.  HCFA  has  es- 
tablished a rating  system  to  ensure  a PRO'S 
educational  efforts  and  interventions  are  ap- 
propriate to  the  severity  of  the  quality  concern. 

Once  the  new  system  is  in  place,  IFMC 
physician  reviewers  will  assign  a severity  rat- 
ing of  I,  II  or  III  to  all  quality  problems.  Level 
I will  cover  quality  concerns  without  potential 
for  significant  adverse  affects  on  the  patient. 


James  Stiles,  M.D.,  Cedar  Rapids,  is  a family  practitioner  and  is 
chairperson  of  the  IFMC's  Quality  Assessment  Committee. 


Level  II  will  be  assigned  to  concerns  with  the 
potential  to  produce  significant  adverse  af- 
fects. Level  III  will  be  used  for  instances  in 
which  poor  quality  of  care  has  resulted  in  un- 
necessarily prolonged  treatment,  unnecessary 
readmission  or  complications  such  as  anatom- 
ical or  physiological  impairment,  disability  or 
death. 

The  new  system  will  allow  the  IFMC  to 
pend  less  severe  quality  problems  until  a spe- 
cific threshold  has  been  reached.  One  point 
will  be  assigned  to  each  level  I problem,  5 
points  for  each  level  II  problem  and  25  points 
for  level  III  problems.  These  points  will  be  used 
as  guidelines  to  help  the  IFMC  implement  ap- 
propriate interventions. 

If  a provider  accumulates  3 or  more  points 
in  one  quarter  (or  5 points  in  2 quarters),  he 
or  she  will  be  notified  in  writing.  If  more  in- 
tervention is  needed,  the  provider  will  have 
the  opportunity  to  discuss  the  case  via  tele- 
phone with  a physician  reviewer.  Educational 
programs  or  focused  review  may  be  imple- 
mented. 

The  IFMC  will  evaluate  level  III  concerns 
to  determine  the  need  for  possible  sanctioning 
and/or  referral  to  the  Board  of  Medical  Ex- 
aminers. Sanctioning  is  used  primarily  as  a last 
resort,  when  a provider  has  demonstrated  a 
clear  inability  or  unwillingness  to  alter  his  or 
her  practice  pattern. 
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The  new  quality  review  process  will  not 
affect  a provider's  right  to  appeal  an  adverse 
review  determination.  The  process  for  re-re- 
view and  reconsideration  will  remain  the  same. 
Before  a quality  issue  is  confirmed,  the  case 
must  be  reviewed  by  a second  physician  who 
specializes  in  the  area  appropriate  to  the  case. 

I realize  many  providers  are  concerned  the 
new  review  changes  may  call  for  patient  no- 
tification of  quality  problems.  The  IFMC  will 
only  notify  a patient  of  a PRO  review  in  which 
a payment  denial  has  been  made.  HCFA  is 
studying  the  issuance  of  payment  denials  based 
on  quality  determinations,  but  this  practice  is 
not  called  for  under  the  April  1 review  changes. 
Consequently,  the  IFMC  will  not  communi- 
cate with  patients  on  quality  issues. 

I believe  the  review  changes  will  allow  the 
IFMC  to  emphasize  education  as  a way  to  re- 
solve quality  concerns.  Often,  the  most  effec- 
tive education  results  from  physician  interac- 
tion, the  component  that  distinguishes  peer 
review  from  other  forms  of  medical  care  re- 
view. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN.  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


YOCON* 

YOHIMBINE  HCI 


Oescriptioii:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  > is  indicated  as  a sympathicolytic  and  mydrlatnc.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.L2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.''  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  L3.4  i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Applied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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November  1988  Morbidity  Report 


Disease 

Nov. 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Nov.  Cases 
Reported  From 
These  Counties 

AIDS 

0 

41 

34 

NA 

Amebiasis 

0 

16 

35 

Brucellosis 

0 

1 

3 

Chickenpox 

441 

7079 

8062 

Scattered 

Campylobacter 

18 

425 

274 

Scattered 

Cytomegalovirus 

0 

8 

25 

Eatons  Agent 
Infection 

3 

24 

60 

Black  Hawk,  Polk, 

Encephalitis,  viral 

0 

3 

13 

Winneshiek 

Erythema 

Infectiosum 

0 

115 

889 

Gastroenteritis 

(CIV) 

2582 

19553 

15992 

Scattered 

Giardiasis 

48 

394 

396 

Scattered 

Hepatitis,  A 

1 

43 

95 

Polk 

Hepatitis,  B 

1 

77 

104 

Linn 

Hepatitis,  Non  A-B 

0 

13 

28 

Hepatitis 
type  unspecified 

0 

3 

7 

Herpes  Simplex 

67 

902 

1110 

Scattered 

Herpes  Zoster 

0 

0 

2 

Histoplasmosis 

0 

21 

16 

Infectious 

mononucleosis 

27 

166 

164 

Scattered 

Influenza, 
lab  confirmed 

0 

110 

67 

Influenza-like 
illness  (URI) 

4226 

34959 

33653 

Scattered 

Legionellosis 

2 

18 

10 

Lyon,  Wapello 

Malaria 

0 

2 

6 

Disease 

Nov 

1988 

Total 

1988 

to 

Date 

1987 

to 

Date 

Most  Ncv.  Cases 
Reporte  d From 
These  Counties 

Meningitis 

aseptic 

3 

36 

73 

Linn 

bacterial 

13 

99 

78 

Scattered 

meningococcal 

0 

0 

5 

Mumps 

3 

38 

438 

Polk,  Story 

Pertussis 

4 

34 

57 

Black  Hawk,  Lyon 

Rabies  in  animals 

8 

158 

254 

Scattered 

Reye  Syndrome 

0 

0 

0 

Rheumatic  Fever 

0 

0 

3 

Rubella  (German 
measles) 

0 

0 

1 

Measles 

1 

1 

0 

Lee 

Salmonellosis 

13 

231 

170 

Scattered 

Shigellosis 

12 

271 

95 

Scattered 

Toxic  Shock 
Syndrome 

1 

7 

5 

Madison 

Tuberculosis 
total  ill 

5 

52 

40 

Cedar,  Linn, 

bact.  pos. 

5 

44 

39 

Montgomery,  Polk, 
Winneshiek 
Cedar,  Linn, 

Typhoid  Fever 

0 

0 

0 

Montgomery,  Polk, 
Winneshiek 

Venereal  diseases 
Gonorrhea 

204 

2034 

2715 

Scattered 

Chlamydia 

561 

4590 

3307 

Scattered 

Syphilis 

5 

23 

26 

Linn,  Pottawattamie, 

Scott,  Sioux 

Other  Non-Reportable  Diseases:  Ureaplasm  Urealyticum  — 1, 
Marion 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 

To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOfTACTICS. 

What  isAvho  are  SOnACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 

For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 


Iowa  Department  of  Public  Health 


IDPH  Legislative  Agenda 


The  IOWA  DEPARTMENT  OF  PUBLIC  HEALTH  haS 
the  opportunity,  if  not  the  obligation,  to 
seek  the  necessary  authority  to  respond  to  ex- 
isting and  emerging  public  health  issues. 

Some  of  the  department's  legislative  pro- 
posals reflect  the  need  to  gather  important  in- 
formation (e.g.,  the  nature  and  incidence  of 
traumatic  injuries)  in  order  to  develop  life-sav- 
ing interventions.  Other  proposals  result  from 
existing  data  indicating  a specific  beneficial  ac- 
tion, e.g.,  safety  standards  for  swimming 
pools.  Still  other  proposals  address  the  need 
to  update  existing  laws  created  to  insure  health 
care  quality  and  accessibility,  e.g.,  the  Certif- 
icate of  Need  law. 

The  following  proposals  will  be  submitted 
to  the  Iowa  General  Assembly  by  the  Iowa 
Department  of  Public  Health  (IDPH)  for  the 
1989  legislative  session: 

• Certificate  of  Need  (CON)  — Updates 
the  CON  law  to  better  address  the  review  of 
modern  technology  and  accessibility  for  med- 
ically underserved  (e.g.,  indigent  elderly). 

• Termination  of  Pregnancy  Reporting 
— Requires  reporting  of  all  spontaneous  and 
induced  terminations  of  pregnancy  prior  to  20 
weeks  of  gestation. 

• Vital  Records  — Updates  the  process 
to  better  serve  the  public. 

• Substance  Abuse  — Clean-up  from  re- 
organization; requires  standards  for  treatment 
programs  in  hospitals;  provides  for  the  option 
for  licensure  fees;  and  amends  the  client  fee 
payment  system. 

• Emergency  Medical  Services  (EMS)  — 

Allows  certified  First  Responders  to  operate 
"automated"  defibrillators  and  requires  all  EMS 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


providers  be  mandatory  reporters  in  sus- 
pected cases  of  child  and  adult  abuse. 

• Swimming  Pool  Safety  Standards  — 
Requires  the  (IDPH)  to  establish  and  enforce 
pool  standards,  to  conduct  onsite  inspections, 
and  to  register  and  collect  fees  for  the  opera- 
tion of  swimming  pools,  spas  and  water  slides. 

• Death  Certificates  — Extends  the  time 
limit  for  filing  medical  certification  and  death 
certificates;  reduces  the  time  limit  for  notifi- 
cation of  authority  for  final  disposition  of  dead 
bodies. 

• Medical  Devices  — Requires  IDPH  to 
evaluate  major  medical  equipment  and  its  use, 
and  to  provide  technical  assistance  to  medical 
facilities. 

• Non-ionizing  Radiation  — Requires 
IDPH  to  regulate  non-ionizing  sources  of  ra- 
diation and  to  register  tanning  facilities. 

• Reporting  Traumatic  Injuries  — Re- 
quires health  care  practitioners  to  report  se- 
lected traumatic  injuries  to  IDPH. 

• Sales  Tax  Exemption  for  Maternal 
Health  Centers  — Exempts  Maternal  and  Child 
Health  Centers  (and  other  health  services  re- 
ceiving public  funds)  from  having  to  pay  state 
sales  tax  on  materials  purchased  for  delivery 
of  health  services. 

• Professional  Licensure  — Eliminates  the 
requirement  to  have  the  director  of  IDPH  ap- 
prove accredited  colleges  and  eliminates  board 
of  health  approval  of  barber/cosmetology  rules. 

• Homemaker  Home  Health  Aids  & Pub- 
lic Health  Nursing  — Changes  the  procedure 
of  determining  the  funding  allocation  formula 
from  the  department's  annual  appropriation 
bill  to  the  administrative  rule  process. 

• Tattooing  — Requires  IDPH  to  regulate 
the  practice  of  tattooing. 

For  more  information  contact  Mike  Cov- 
erdale,  IDPH  legislative  liaison,  515/281-4342. 
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Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Xt  fw  tJ  tCiiX  P.  ^ t »/  9! 


Gerry  Smeader 

Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Medical  News/Products  and  Programs 


HOSPICE  EDUCATION  INSTITUTE  — This 
non-profit  organization  based  in  Essex,  Con- 
necticut, offers  its  HOSPICELINK  service  to 
all  who  need  referrals  to  local  hospices,  or  wish 
to  learn  how  hospices  help  terminally  ill  and 
bereaved  persons.  This  free  service,  begun  in 
1986,  answers  more  than  400  calls  each  month. 
The  national  toll-free  number  is  800/331-1620. 
HOSPICELINK  maintains  a computerized  and 
frequently  updated  directory  of  hospices  in  the 
United  States.  It  does  not  provide  medical  ad- 
vice or  psychological  counseling,  but  staff 
members  will  listen  sympathetically  and  give 
limited  informal  support  to  callers  who  wish 
to  discuss  personal  problems  relating  to  ter- 
minal illness  or  bereavement. 

The  Hospice  Education  Institute  is  not  af- 
filiated with  any  one  hospice,  but  serves  all 
hospices  and  all  members  of  the  public.  There 
is  no  charge  for  any  HOSPICELINK  service. 
The  Hospice  Education  Institute  also  offers 
continuing  education  to  health  professionals, 
sponsors  seminars  on  hospice  care  and  pro- 
vides other  educational  and  informational 
services.  The  Hospice  Education  Institute  is 
supported  by  corporate  grants  and  by  the  gen- 
erosity of  the  public. 

REDUCE  PREGNANCY  TESTING  TO  ONE 
SIMPLE  STEP  — WAMPOLE®  ONE-STEP  hCG 
is  a new  pregnancy  test  for  urine  and  serum  that 
reduces  hands-on  time  while  providing  clear,  easy- 
to-read  results.  The  unique  test  device  requires  less 
than  one  minute  for  set  up  with  no  additional  steps 
prior  to  reading  results.  No  multiple  reagents,  time- 
dependent  additions,  washing,  pretreatment  of  sam- 
ple or  waiting  between  steps  is  required.  WAM- 
POLE® ONE-STEP  hCG  Pregnancy  Test  has  25 
mlU/ml  sensitivity  and  can  detect  a positive  result 
as  early  as  one  week  after  implantation  or  4-5  days 
before  a missed  menses.  The  kit  is  stable  at  room 
temperature  for  12  months  and  can  be  used  with  a 
minimum  amount  of  technician  training  and  time. 
It  includes  test  devices,  reaction  tubes,  specimen 
dispensers  and  a workstation.  WAMPOLE®  ONE- 


STEP  hCG  is  available  from  all  major  laboratory 
suppliers  in  24  and  96  test  kit  sizes.  For  further 
information,  contact  Nicholas  J.  Martin/ Product 
Manager,  Wampole  Laboratories,  Division  of  Carter- 
Wallace,  Inc.,  Cranbury,  New  Jersey  08512, 1/800/ 
257-9525. 

THE  AMERICAN  ASSOCIATION  OF  OF- 
FICE NURSES  — This  non-profit  corporation 
invites  all  physicians  to  enroll  their  office 
nurses  in  the  Association.  A.A.O.N.  was  or- 
ganized to  provide  its  members  with  contin- 
uing opportunities  for  professional  growth  and 
development  in  the  care,  treatment  and  edu- 
cation of  medical  patients.  For  further  infor- 
mation, a membership  application  and  a copy 
of  the  publication.  The  Office  Nurse,  contact 
Mary  Ann  Jones,  RN,  MA,  President,  or  Joy 
Logan,  Executive  Director,  at:  The  American 
Association  of  Office  Nurses,  196  Kinderka- 
mack  Road,  Park  Ridge,  New  Jersey  07656;  201/ 
391-2600. 

TRANSCRANIAL  DOPPLER  — The  Food  and 
Drug  Administration  will  allow  Ultramed  Inc.,  2549 
U.S.  Route  1,  Rd  #1,  North  Brunswick,  New  Jer- 
sey 08902-9715,  201/821-4440,  to  market  a device 
that  measures  blood  flow  in  the  brain,  increasing 
the  odds  of  detecting  clogged  arteries  which  may 
lead  to  stroke  and  even  possibly  reducing  the  risk 
of  brain  damage  in  stroke-related  surgery.  The  new 
system,  called  Transcranial  Doppler  or  TCD,  used 
in  combination  with  the  company's  ultrasound  vas- 
cular imaging  device,  helps  physicians  make  a more 
complete  examination.  In  a recent  study  in  Switz- 
erland, TCD  increased  the  odds  of  detecting  diseased 
vessels  that  cause  stroke  by  over  20%,  indicating  a 
complete  exam  requires  Transcranial  Doppler.  Other 
office  ultrasound  imagers  do  not  have  an  integrated 
TCD.  "The  addition  of  TCD  makes  our  equipment 
even  more  suitable  for  the  office  based  physician," 
Bruce  Schnitzer,  Vice  President  of  Ultramed  said. 
"Rather  than  sending  patients  to  outside  labs,  doc- 
tors can  conduct  these  scans  themselves  rapidly  and 
accurately.  TCD  is  on  the  leading  edge  of  technology 
in  this  field." 
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About  Iowa  Physicians 


The  following  physicians  were  recently  elected 
as  officers/board  members  of  the  Iowa  Acad- 
emy of  Family  Physicians  at  the  Academy's 
40th  annual  meeting  in  Des  Moines:  Larry 
Boeke,  M.D.,  Cedar  Rapids,  president;  James 
Kimball,  M.D.,  Des  Moines,  president-elect; 
Don  Soil,  M.D.,  Denison,  vice-president; 
Harold  Eklund,  M.D.,  Des  Moines,  secretary/ 
treasurer;  Elizabeth  Burns,  M.D.,  Iowa  City, 
board  member  (2-year  term);  Roger  Davidson, 
M.D.,  Harlan,  board  member  (3-year  term); 
Laine  Dvorak,  M.D.,  Humboldt,  board  mem- 
ber (3-year  term);  Wayne  Rouse,  M.D.,  Boone, 
delegate;  and  Milt  Van  Gundy,  M.D.,  Mar- 
shalltown, alternate  delegate.  Dr.  Richard 
Francis  has  joined  the  staff  of  Park  Clinic  Med- 


ical Center  and  Franklin  General  Hospital  in 
Hampton.  Dr.  Francis  received  the  M.D.  de- 
gree from  the  University  of  Connecticut  School 
of  Medicine,  Farmington,  Connecticut  and 
served  his  residency  at  New  Britain  and  Mt. 
Sinai  Hospital,  Hartford,  Connecticut.  Prior  to 
locating  in  Hampton,  Dr.  Francis  practiced  in 
Lafayette,  Alabama.  Dr.  David  Hanson  has 
joined  the  Black  Hawk  Area  Family  Practice 
Center  in  Waterloo.  Dr.  Hanson  received  the 
M.D.  degree  from  the  U.  of  I.  College  of  Med- 
icine and  completed  a residency  at  Broadlawns 
Medical  Center  in  Des  Moines.  Dr.  Hanson 
previously  practiced  at  the  Albert  Lea  Clinic, 
P.A.  in  Northwood,  Minnesota.  Dr.  Stephen 
Harrison,  Fulton,  was  awarded  the  Golden  Ea- 


BALANCE 


VALUE-ADDED  SERVICES  AND  QUALITY  PROD- 
UCTS AT  COMPETITIVE  PRICES.  OUR  BALANCED 
COMMITMENT  TO  PROVIDING  THE  BEST  SOURCE 
FORALLYOUR  MEDICAL  SUPPLY  AND  EQUIPMENT 
NEEDS. 


HAWKEYE  MEDICAL 
SUPPLY,  INC. 
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gle  Award.  The  award  is  given  to  a resident 
of  the  River  Bend  School  District  who  has  pro- 
vided outstanding  service  to  students  and  res- 
idents. Dr.  Harrison  was  cited  for  his  many 
hours  of  service,  especially  in  the  area  of  phys- 
ical examinations  for  athletes. 


Dr.  Lloyd  Filer,  professor  emeritus  of  pedi- 
atrics and  Dr.  Ekhard  Ziegler,  professor  of  pe- 
diatrics, both  U.  of  I.  College  of  Medicine  re- 
searchers, have  been  awarded  the  1988 
nutrition  award  by  the  American  Academy  of 
Pediatrics.  Dr.  Cynthia  Kortum  has  joined 
Sheldon  Family  Practice  Associates.  Dr.  Kor- 
tum received  the  M.D.  degree  at  Creighton 
University  School  of  Medicine  at  Omaha,  Ne- 
braska and  had  practiced  medicine  in  Huron, 
South  Dakota  for  the  past  6 years.  Dr.  Frank 
E.  Forsythe,  Newton,  has  retired  after  nearly 
37  years  of  family  practice.  Dr.  Forsythe  re- 
ceived the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine.  Dr.  Gary  Smith  has  begun  prac- 
tice at  Sheldon  Family  Practice  Associates.  Dr. 
Smith  received  the  M.D.  degree  from  the  Uni- 
versity of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska  and  completed  his  resi- 
dency at  Sioux  Valley  Hospital,  Sioux  Falls, 
South  Dakota.  Prior  to  locating  in  Sheldon,  Dr. 
Smith  practiced  for  10  years  in  Newman  Grove, 
Nebraska.  Dr.  Alan  Fisher,  Council  Bluffs,  has 
joined  the  Mercy  Hospital  staff  as  an  emer- 
gency room  physician.  Dr.  Fisher  formerly 
practiced  at  Midlands  Family  Medicine,  also 
in  Council  Bluffs.  Dr.  Elmer  Bean,  Council 
Bluffs,  has  retired  after  38  years  of  pediatric 
practice.  Dr.  Bean  received  the  M.D.  degree 
at  Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College,  Winston-Salem,  North  Caro- 
lina and  served  his  residency  at  Children's 
Hospital,  Washington,  D.C. 


Dr.  Scott  Helmers,  Sibley,  was  recently  hon- 
ored as  Iowa  Family  Doctor  of  the  Year  by  the 
Iowa  Academy  of  Family  Physicians.  Dr.  Hel- 
mers has  practiced  medicine  in  Sibley  since 
1972.  Dr.  L.  Douglas  Oss,  Sioux  City,  has  been 
elected  president  of  the  Iowa  Dermatological 
Society.  Dr.  William  B.  Roudybush,  longtime 
Muscatine  physician,  has  retired  after  34  years 
of  family  practice.  Dr.  Roudybush  received  the 
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contrast  is  good. 
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dark  and  can  be  reduced  to  fit  in  one  column. 
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has  not  been  submitted  or  published  else- 
where. When  a paper  is  accepted  for  publi- 
cation, the  editors  reserve  the  right  to  publish 
it  when  appropriate  or  when  space  is  avail- 
able. 

Papers  should  be  submitted  to: 

IOWA  MEDICINE 

1001  Grand  Avenue 

West  Des  Moines,  Iowa  50265 
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M.D.  degree  at  the  U.  of  I.  College  of  Medi- 
cine. Dr.  Jack  T.  Swanson  was  elected  presi- 
dent of  the  American  Academy  of  Pediatrics, 
Iowa  Chapter.  Dr.  Swanson  practices  at 
McFarland  Clinic  in  Ames.  Dr.  John  A.  Bov- 
enmyer  has  joined  Dr.  Dan  A.  Bovenmyer  of 
Davenport  in  the  practice  of  dermatology.  Dr. 
John  Bovenmyer  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and  com- 
pleted his  residency  at  U.  of  I.  Hospitals  and 
Clinics  in  Iowa  City.  Dr.  Mahmoud  M.  Wahba 
has  joined  the  staff  of  Floyd  Valley  Hospital 
in  Le  Mars.  Dr.  Wahba  received  the  M.D.  de- 
gree at  the  Faculty  of  Medicine,  Alexandria 
University,  Alexandria,  Egypt  and  served  his 
residency  at  Delaware  State  Hospital  in  New 
Castle  County,  Delaware.  Prior  to  locating  in 
Le  Mars,  Dr.  Wahba  was  in  private  psychiatric 
practice  in  Minot,  North  Dakota  where  he  also 
was  an  assistant  clinical  professor  of  psychia- 
try at  the  University  of  North  Dakota  School 
of  Medicine.  Dr.  Jeffrey  Allgood  has  joined 


the  Wilton  Health  Center.  Dr.  Allgood  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine. 


Deaths 


Dr.  Albin  C.  Bergstrom,  84,  Missouri  Valley, 
died  October  6.  Dr.  Bergstrom  received  the 
M.D.  degree  from  the  U.  of  I.  College  of  Med- 
icine and  completed  his  residency  at  Harper 
Hospital,  Detroit,  Michigan.  He  began  practice 
in  Missouri  Valley  in  1931  and  retired  in  1974. 

Dr.  Joseph  C.  Torbert,  45,  Akron,  died  Oc- 
tober 31  at  his  home.  Dr.  Torbert  received  the 
M.D.  degree  at  Creighton  University  School 
of  Medicine,  Omaha,  Nebraska  where  he  also 
served  his  residency.  He  began  practice  in  Ak- 
ron in  1974. 


Iowa  State  University 

Team  Physician 
Intercoiiegiate  Athletics 


Full-time  Student  Health  Center/ Athletic  Dept,  position  open  July,  1989.  BC/BE 
Family  Practice  or  Sports  Medicine.  Salary  competitive.  Experience  in  young 
adult  medicine,  sports  medicine  and  a commitment  to  preventive  medicine 
preferred. 


Send  letter  of  application  and  resume  to: 

Robert  K.  Patterson,  M.D. 

Director,  Student  Health  Center 

Iowa  State  University 

Ames,  Iowa  50011  Phone:  515/294-5802 

Application  Deadline:  3-17-89  or  until  filled 

An  Equal  Opportunity/Affirmative  Action  Employer 
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The  complete 
journal  for 
famljy  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  - CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


Epislaxis  Walloon  catheter,  page  20 


Family  Practice  Recertification® 


DECEMBER  1987 /VOL.  9,  NO.  12 


FAMILY  PRACTICE  SKILL 


• Controlling  Epistaxis 


CLINICAL  ARTICLES 


|||l  Drug  Therapy  for  Manic  Illness 

Therapeutic  Guidelines  for  Use  of  Nonsteroidal 
S Antiinflammatory’  Drugs  for  Rheumatic  Disorders: 
Salicylates 


KEEPING  CLTIRENT 


Does  a Definite  Diagnosis 
Help  Patients  Get  Better? 
Screening  for  Liver  Meiasiases 
Significance  of  Elevated 
Erythrocyte  Sedimentation  Rates 
Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondiabetic  Women 


Can  Obese  1>'pc  II  Diabetic 
Patients  Use  Fructose  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Psychiatric  Reactions  Caused 
by  Lldocalne  Toxicity 


CinVlULATIVE  INDEX 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RA  TE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CEIARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


TIRED  OE  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


INTERNIST  NEEDED  — Minnesota  internist  seeks  BE/BC  internist  to 
join  his  practice  in  Brainerd,  a central  Minnesota  resort  community. 
Beautiful  lakes  and  expanding  retirement  area.  New  162-bed  hospital 
with  all  specialities.  Offices  in  5-year-old  medical  office  building.  Write 
No.  1580,  IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines, 
Iowa  50265. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  invasive  cardiology,  oncology, 
urology,  ophthalmology  and  general  internal  medicine.  The  Mankato 
Clinic  is  a 38-doctor  multi-specialty  group  practice  in  south  central  Min- 
nesota with  a trade  area  population  of  150,000.  Guaranteed  salary  first 
year,  incentive  thereafter  with  full  range  of  benefits  and  liberal  time 
off.  For  more  information,  call  Roger  Greenwald,  Administrator  or  Dr. 
B.C.  McGregor  at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Min- 
nesota 56001. 


STAFF  PHYSICIAN  — to  provide  primary  medical  care  for  students  at 
the  University  of  Iowa  Student  Health  Service.  Salary  competitive.  An 
Equal  Opportunity/Affirmative  Action  Employer.  Send  letter  of  appli- 
cation and  curriculum  vitae  to  Mary  Khowassah,  M.D.,  Student  Health 
Service,  Steindler  Building,  University  of  Iowa,  Iowa  City,  Iowa  52242. 


FAMILY  PHYSICIANS  — Join  our  successful,  growing  practices  in 
Iowa  and  Nebraska.  Superb  compensation  and  assistance  programs. 
Call  Conrad  Smith  at  1-800/346-6987  or  write  Physician  Placement  Com- 
mittee, P.O.  Box  2037,  Sioux  City,  Iowa  51104. 


FAMILY  PHYSICIAN  — Opportunity  of  a lifetime  for  family  physician, 
BE/BC  to  join  an  established  and  thriving  F.P.  Group  of  3 Board  Cer- 
tified FP's  and  1 nurse  practitioner.  Fairfield  is  the  growing  county  seat 
of  the  southeast  Iowa  population  of  17,000  with  diversified,  rock-stable 
manufacturing/farming  economic  base.  Superlative  salary  and  benefits 
with  full  partnership  after  24  months.  Impressive  fully-equipped  office 
across  the  street  from  modem  county  hospital  with  wonderful  geo- 
graphic location  for  full-scope  family  practice  and  family  living.  Call 
Jim  Buck,  M.D.,  home  515/472-6885,  office  515/472-4141. 


IMMEDIATE  OPENING-FAMILY  PRACTITIONER  — to  joint  busy  13 
doctor  multispecialty  group  in  clean  North  Dakota  lake  country.  Salary 
and  fringe  benefits  very  liberal.  Send  curriculum  vitae  or  inquiries  to 
Lake  Region  Clinic,  P.C.,  P.O.  Box  1100,  Devils  Lake,  North  Dakota 
58301,  Attention:  Joel  Rotvold  or  call  collect  at  701/662-2157  for  further 
information. 


FAMILY  PHYSICIAN,  CEDAR  RAPIDS  — Family  physician  for  As- 
sistant Director  position  in  Cedar  Rapids  Family  Practice  Residency, 
Cedar  Rapids,  Iowa.  Interest  in  obstetrics  required;  interest  in  curric- 
ulum development  desirable.  Full  range  of  faculty  responsibilities  in- 
cluding clinical  teaching,  patient  care,  administration  and  research  if 
desired.  Ideal  candidate  will  be  family  practice  residency-trained  and 
ABFP  certified/eligible.  Residency  jointly  sponsored  by  2 community 
hospitals  with  900  beds,  22  residents  and  no  competing  residencies. 
Strong  philosophical  and  financial  support  from  hospitals  and  medical 
community.  Fully  accredited  by  ACGME,  operational  since  1971.  Ex- 
cellent salary  and  benefits;  creative  and  challenging  environment.  Send 
inquiries  to  Curtis  L.  Reynolds,  III,  M.D.,  Director,  Cedar  Rapids  Med- 
ical Education  Program,  1026  A Avenue  NE,  Cedar  Rapids,  Iowa  52402. 


CHIEF  OF  MEDICINE,  RESIDENCY  DIRECTOR  — The  University  of 
Iowa  College  of  Medicine  and  Veterans  Administration  Medical  Center 
(VAMC),  Des  Moines,  Iowa,  invite  applications  for  VAMC  Chief  of 
Medicine.  The  successful  candidate  will  serve  as  the  Associate  Director 
of  an  Internal  Medicine  Residency  Program  equally  divided  between 
VAMC  and  Iowa  Methodist  Medical  Center.  Major  responsibilities  in- 
clude directing  all  VAMC  Department  of  Medicine  clinical  services, 
physician  recmitment,  supervision  of  teaching  programs  and  planning 
for  a major  inpatient  clinical  renovation  scheduled  for  1990.  Applicants 
should  be  academically  oriented  with  administrative  abilities  and  dem- 
onstrate excellence  in  teaching  and  patient  care.  Candidates  must  be 
Board  Certified  and  qualify  for  a University  of  Iowa  clinical  faculty 
appointment.  The  Des  Moines  VAMC  is  a 250-bed  acute  medical  sur- 
gical hospital  delivering  a broad  range  of  multispecialty  outpatient  serv- 
ices. Submit  CV  to  Russell  Glynn,  M.D.,  Chief  of  Staff,  VAMC,  30th 
and  Euclid,  Des  Moines,  Iowa  50310.  515/271-5853.  EOE. 


INDIANA  — Emergency  department  directorship  opportunity  is  im- 
mediately available  in  a progressive  midwest  town  located  1 hour  from 
2 major  urban  centers.  Director  has  the  option  of  straight  day  shifts, 
Monday  through  Friday.  No  on-call.  Good  mix  of  patients  from  pedi- 
atrics to  internal  medicine.  Position  requires  clinical  and  administrative 
experience  and  ACLS.  Annual  reimbursement  $85,000,  occurrence  mal- 
practice insurance  coverage,  health,  life,  dental  and  disability  insur- 
ance, allowance  for  professional  fees  and  relocation  expenses.  For  ad- 
ditional information  contact  Cathy  Long,  Spectrum  Emergency  Care, 
P.O.  Box  27352,  St.  Louis,  Missouri  63141;  1-800/325-3982,  extension 
3018. 


NEUROLOGIST  — BE/BC,  2 adult  neurologists,  one  pediatric  neurol- 
ogist for  large  neurological  group  in  Southeast.  Salary  and  benefits 
including  malpractice  and  relocation.  Clinical  experience  in  EEG,  EMG, 
evoked  response,  doppler  ultrasound.  Send  resume  to  SEI  Health  Serv- 
ices, 7725  Little  Avenue,  Charlotte,  North  Carolina  28226  or  call  James 
Hacker  at  704/542-7100. 


FAMILY  PRACTICE  — BE/BC,  southeastern  United  States.  Urgent  care 
practice.  Comprehensive  benefits,  competitive  compensation  and  bo- 
nus. Malpractice  coverage,  advancement  potential  and  flexible  sched- 
uling. Resume  to  James  Hacker,  SEI  Health  Services,  7725  Little  Ave- 
nue, Charlotte,  North  Carolina  28226  or  call  704/542-7100. 
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INTERNIST  BC/BE  — Illinois  Quad  Cities.  Competitive  guaranteed 
salary  with  immediate  incentive  potential.  Medical  Arts  Associates, 
Ltd.,  an  expanding  group  practice  with  6 general  internists,  2 family 
practitioners  and  8 subspecialists.  Call  or  send  your  CV  to  Stewart  C. 
Gameau,  M.D.,  4600  3rd  Street,  Moline,  Illinois  61265,  309/757-9263. 


FAMILY  PRACTICE  — BC/BE  to  join  an  existing  6-member  well-es- 
tablished multispecialty  clinic.  Office  adjacent  to  excellent  hosptial  fa- 
cilities. Limited  call,  good  income  and  a perfect  place  to  raise  and  enjoy 
your  family;  less  than  45  minutes  from  Des  Moines.  Call  or  mail  CV 
to  Administrator,  Mater  Clinic,  1202  West  Howard,  Knoxville,  Iowa 
50138,  phone  515/828-7211. 


PHYSICIANS  — Provider  Placement  Services  specializes  in  the  relo- 
cation of  physicians  throughout  the  U.S.,  with  special  emphasis  in  the 
southeast.  Currently,  we  have  several  hospitals/clinics/groups  with 
openings.  All  fees  paid  by  employer.  All  inquiries  kept  in  strict  con- 
fidence. No  obligation.  Send  CV/resume  to  PPS,  Attn:  Mr.  Scott,  2221 
University,  Blvd.,  West,  Jacksonville,  Florida  32217  or  call  toll  free  1/ 
800-848-8772. 


ARIZONA  — Stable,  solid  solo  Phoenix  internal  medicine  practice  for 
sale.  Physician  retiring.  Reasonable  price  and  terms.  Net  approximately 
$100K.  Write  or  call  William  J.  Morrissey,  M.D.,  9200  North  Third 
Street,  Suite  5,  Phoenix,  Arizona  85020  or  call  602/943-3424. 


OBSTETRICS  AND  GYNECOLOGY  — Confidence  in  this  opportu- 
nity's success  is  high  and  is  reflected  by  the  income  guaranteed.  North- 
eastern Midwest;  100,000  in  metro  area.  Dynamic  400-1-  bed  hospital 
with  excellent  step-up  Level  I nursery,  state-of-the-art  technological 
support.  Level  III  nursery  within  20  minutes.  Complete  package  in- 
cludes malpractice  and  full  practice  management  services.  Only  Board 
Certified/Board  Eligible  specialists.  Respond  in  confidence  to  Jim  Huber, 
Fox  Hill  Associates,  250  Regency  Court,  Waukesha,  Wisconsin  53186, 
1/800-338-7107. 


ASPEN  MEDICAL  GROUP  — Independent,  multispecialty  group  with 
8 clinic  locations  in  the  Minneapolis/St.  Paul  metropolitan  area,  seeks 
associates  in  family  practice,  internal  medicine,  obstetrics/gynecology 
and  orthopedic  surgery.  Competitive  earnings,  excellent  benefits,  rea- 
sonable call  and  clinic  responsibilities.  Reply  to  Maureen  Reed,  M.D., 
Chief  of  Staff,  Aspen  Medical  Group,  1295  Bandana  Boulevard,  North, 
Suite  310,  St.  Paul,  Minnesota  55108,  or  call  612/642-2707. 


ONCOLOGIST  — Rural  referral  hospital  of  175  beds  in  mid-Iowa  town 
of  30,000  would  like  to  add  an  oncologist  to  its  medical  staff.  Special 
arrangements  including  salary  guarantee,  office  space,  miscellaneous 
expenses  are  possible.  Contact  E.  P.  Cassidy,  M.D.,  Pathologist,  Phy- 
sician Recruitment  Committee,  Marshalltown  Medical  & Surgical  Cen- 
ter, Marshalltown,  Iowa  50158;  515/754-5080. 


OTOLARYNGOLOGY  — BRAINERD,  MINNESOTA  — Join  20  MD 
multispecialty  clinic.  No  capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen  218/829-0354  or  218/829-4901.  PO  Box  524,  Brainerd, 
MN  56401. 


DERMATOLOGY  — BRAINERD,  MINNESOTA  — Join  20  MD  mul- 
tispecialty clinic.  No  capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen  218/829-0354  or  218/829-4901.  PO  Box  524,  Brainerd, 
MN  56401. 


STUDENT  HEALTH  CENTER  — Full-time  medical  director  of  primary 
health  care  services  for  5,000  full-time  student  enrollment.  Position 
open  January,  1989  or  as  soon  as  position  can  be  filled.  Adjunct  faculty 
appointment  in  family  practice  residency  program.  BE/BC  in  family 
practice  required.  Post  graduate  experience  desirable.  Nebraska  license 
required.  Send  letter  of  application,  resume  and  salary  requirements 
to:  C.  Virginia  Moore,  RNC,  CNP,  Director,  Creighton  University  Stu- 
dent Health  Center,  2530  Cuming  Street,  Omaha,  Nebraska  68131-0069. 


MISSOURI  — Opportunity  for  an  emergency  physician  at  a full-service, 
acute  care  facility  located  1 hour  from  Kansas  City.  This  Level  II  facility 
has  a service  population  of  95,000  with  approximately  12,000  emergency 
department  annual  visits.  Comprehensive  compensation  package  in- 
cluding professional  liability  insurance.  For  information,  contact  Emer- 
gency Medical  Services,  3101  Broadway,  Suite  1000,  Kansas  City,  Mis- 
souri 64111,  1-800/821-5147  or  816/561-1025. 


OB/GYN  — Needed  in  several  communities  in  Washington  State.  Va- 
riety of  practice  settings  in  small  communities  in  eastern,  central  and 
western  Washington  and  Seattle  suburb.  Thriving  state  economy  due 
to  strong  airplane  sales,  high-tech,  excellent  harvest  and  expanding 
Pacific  Rim  trade.  Join  us  in  the  Northwest  for  excellent  practice  op- 
portunities and  lifestyle.  For  information  contact  The  Friedrich  Group, 
Inc.  9284  Ferncliff  Northeast,  Bainbridge  Island,  Washington  98110, 206/ 
842-5248. 


FAMILY  PHYSICIAN  BC/BE  NEEDED  — We  are  looking  for  a BC/BE 
family  practitioner  who  is  interested  in  settling  in  scenic  northeast  Iowa 
to  join  2 residency-trained,  Board-Certified  family  physicians  in  a busy 
practice.  We  cannot  offer  you  a pie  in  the  sky,  but  can  offer  you  a good 
living,  a good  place  to  live  and  raise  your  children  and  a patient  pop- 
ulation that  appreciates  your  efforts  on  their  behalf.  The  area  is  scenic 
and  the  opportunities  for  outdoor  recreation  abound.  The  communities 
that  we  serve  are  progressive  and  have  a number  of  talented,  youthful 
professionals  and  business  people  in  them.  If  you  want  a satisfying 
practice,  we  believe  we  have  the  opportunity  for  you.  For  further  details, 
contact  David  C.  Cranston,  M.D.,  Elkader  Medical  Associates,  North 
River  Road,  Elkader,  Iowa  52043. 


PEDIATRICS  — BC/BE  to  join  an  existing  6-member  well-established 
multispecialty  clinic.  Office  adjacent  to  excellent  hospital  facilities. 
Limited  call,  good  income  and  a perfect  place  to  raise  and  enjoy  your 
family;  less  than  45  minutes  from  Des  Moines.  Call  or  mail  CV  to 
Administrator,  Mater  Clinic,  1202  West  Howard,  Knoxville,  Iowa  50138, 
phone  515/828-7211. 


PHYSICIANS 

‘T^th®\6ung"  places  physicians  in  all  medical 
specialties.  Our  clients  include  hospitals,  clinics, 
group  practices,  HMO’s,  etc.  throughout  the  coun- 
try — entire  fee  paid  by  our  client  employers. 
Some  of  our  current  opportunities  include: 

FAMILY  PRACTITIONER  — $70K.  Several  op- 
portunities available  in  community  hospitals  within 
1 hour  of  Twin  Cities.  Partnership  and  buy-ins 
available  after  1st  year. 

CARDIOLOGIST  — to  $150K.  Superb  orga- 
nization with  great  potential.  Large  midwestern 
MD  owned  cardiac  center  with  large  referral  base. 

INTERNIST  — Solid  opportunities  in  gorgeous 
areas  near  Twin  Cities  and  Bismarck. 

OB/GYN  — Strictly  high  risk  OB  in  semi-rural 
hospital  within  V2  hour  of  Twin  Cities. 

Completely  confidential.  For  further  information 
call  or  send  your  curriculum  vitae  to: 

°^th°\6ung* 

EXECUTIVE  RECRUITERS 
4530  West  77th  St.,  Minneapolis,  MN  55435 
612/831-6655  Attn:  Jeffrey  Kennedy 
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ALLERGY 


ELECTRODIAGNOSIS  NEUROSURGERY 


RICHARD  L COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELIKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


JOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  |R.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
71 2/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  |.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1 200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Legislative  Vigilance 


The  AMERICAN  MEDICAL  ASSOCIATION'S  con- 
cern with  protecting  public  health  is  a vital 
component  of  its  legislative  program  in  Wash- 
ington every  year.  The  AMA  has  been  vigilant 
in  representing  the  interests  of  physicians  and 
patients  in  ongoing  debates  over  health  policy. 
The  AMA  has  launched  major  efforts  to  stop 
ill-conceived  government  initiatives  to  save 
money  at  the  expense  of  the  poor  or  aged. 

In  short,  the  AMA  is  extremely  effective 
in  influencing  health  policies  which  eventually 
affect  every  American.  Following  is  an  im- 
pressive list  of  recent  legislative  initiatives  sup- 
ported by  the  AMA  with  an  eye  toward  the 
public  good. 

SMOKE  FREE  SOCIETY  . . . Through 
legislation  and  public  information  programs, 
the  AMA  has  drawn  constant  attention  to  the 
consequences  of  smoking.  The  latest  efforts 
include  AMA  support  of  a bill  banning  smok- 
ing on  most  domestic  airline  flights. 

AIDS  . • . The  AMA  has  been  a leader 
in  coping  with  the  AIDS  epidemic,  outlining 
a comprehensive  approach  for  prevention  and 
control  of  the  disease  that  has  been  used  as  a 
blueprint  for  governmental  planning.  During 
1988,  the  AMA  lobbied  hard  for  passage  of  a 
bill  calling  for  an  AIDS  commission  composed 
of  medical  and  scientific  experts  in  the  field  of 
AIDS  treatment  and  research.  The  bill  also  ex- 
pands federal  funds  for  AIDS  research  and  ed- 
ucation. AMA  lobbying  strategy  helped  stave 
off  hostile  amendments  which  would  have 
gutted  the  bill.  Another  bill  containing  pro- 
visions on  testing  and  counseling  strongly 
supported  by  the  AMA  was  passed  by  the 
House  and  is  awaiting  conference  action.  The 
AMA  was  able  to  achieve  significant  safe- 
guards in  both  bills  including  protection  from 
civil  and  criminal  liability  for  medically  appro- 
priate disclosures  to  spouses  and  contacts. 


MEDICARE  CUTS  . . . Strong  AMA  lob- 
bying of  the  House  and  Senate  Budget  Com- 
mittees helped  avoid  new  administration- 
backed  cuts  in  Medicare. 

ALCOHOL  WARNING  LABELS  . . .The 
AMA  endorsed  legislation  to  require  appro- 
priate medical  warnings  on  alcohol  beverages. 

POLYGRAPH  BILL  . . . Specific  protec- 
tions for  workers  from  misuse  of  polygraphs 
in  employment  settings  was  recently  signed 
into  law.  The  AMA,  through  lobbying  and  tes- 
timony before  Congress,  strongly  endorsed 
this  measure. 

PLASTIC  HANDGUNS  . . . AMA  lob- 
bying helped  convince  Congress  that  hand- 
guns largely  composed  of  nonmetallic  prod- 
ucts should  be  banned.  Passed  by  the  House 
as  part  of  its  major  drug  abuse  reform  bill,  the 
measure  now  awaits  action  in  the  Senate  where 
it  is  being  tied  to  more  controversial  handgun 
control  legislation. 

TRAUMA  CARE  . . . AMA  facilitated 
development  of  compromise  language  that 
would  provide  federal  financial  assistance  for 
states  to  develop  the  trauma  care  component 
of  their  emergency  medical  services. 

As  AMA  President  James  Sammons,  M.D. 
comments,  "In  1986  we  recommended  legis- 
lation requiring  smoke  detectors  and  auto- 
matic sprinklers  in  all  high  rise  buildings.  The 
AMA  has  declared  snuff  dipping  and  tobacco 
chewing  hazardous  to  your  health  and  en- 
couraged the  elimination  of  boxing.  The  list  is 
quite  long." 

"We  are  proud  of  our  legislative  programs 
in  Washington  which  have  been  effective  in 
influencing  health  policy." 
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In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.  S',  dose  1 

^ First-week  improvement  in  somatic  symptoms  ‘ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


linibitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


References;  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N].  2.  Feighner  VP, 
et  al:  P^chopharmacology  61 :2\7-225,  Mar  22, 1979. 


Limbitrol*® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle -closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  antichoiinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  resdessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arnhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  Oeus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pmritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
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Be  AS  LOFTYAS 

Laennec 

WriHOUT  LETTING  YOUR 
BUSINESS  SUFFER. 

Laennec  was  a genius  in  diagnosis,  but  his  practice 
' fell  flat.  StrategiCare  could  ha\'e  helped  him  be  a 
genius  in  both. 

li'i  his  time  it  was  said  that  while  Laennec  was 
"without  riv'al  in  diagnosis,  he  was  not  a good 
practitioner,”  according  to  historians.  The  famous  man 
who  authored  "De  rAuscultation  Mediate”  and  developed 
the  stethoscope  had  no  business  and  marketing  strategy 
to  give  his  diagnostic  methods  credibilicv’  or  build 
a sound  practice.  His  findings  helped  to  isolate  the 
SN'mptoms  of  tuberculosis,  yet  he  was  considered 
misguided  in  treatment. 

Today.  StrategiCare  helps  medical  practitioners 
position  themselves  so  patients  understand,  trust  anci 
come  back  to  them.  Most  importantly,  we  ensure  that 
business  goals  are  met.  Our  experience  in  managing 
health  care  practices  o\'er  the  last  two  decades  has 
led  us  to  integrate  the  essential  aspects  of  business- 
management,  computer  systems,  business  dev’elopment, 
personnel  hiring,  business  forms  and  office  furnishings— 
so  that  health  care  professionals  realize  profttability 
and  hav'e  more  time  for  the  care  of  their  patients. 

StrategiCare  helps  you  be  great— in  health  care  and 
in  business. 


Rei}eTheo[)ivle  Laennec,  (1781-1820)  the 
French  physician  u'ho  developed  the 
stetfioscope. 
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s business  professionals,  more  and  more 
physicians  are  looking  to  computer  systems 
to  dramatically  improve  productivity  and 
generate  timely  information  for  sound  financial 
management  and  superior  patient  care. 

Gain  Full  Control  of  Your  Practice 


Automate  your  business  with  a complete  medical 
practice  management  solution  from  Systems  Plus. 

The  Medical  Manager'^  manages  your  individual  or 
group  practice  from  the  moment  a new  patient  calls  for 
an  appointment  through  billing  and  patient  recall. 


Why  Not  Treat  Your 
Practice  as  Well  as 
You  Treat  Your 
Patients? 


- Comprehensive  Features  - accounts  receivable,  insurance 
billing,  appointment  scheduling,  clinical  history,  hospital 
rounds,  referring  doctor  information,  procedure  and 
diagnosis  history 

-Accountability  - creates  over  100  detailed  office  manage- 
ment and  financial  reports.  Custom  Report  Generator 
available 


increased  efficiency,  productivity,  and  profita- 
bility while  gaining  tighter  control  over  the 
day-to-day  operations  of  their  businesses. 

For  more  information  and  a thorough  demon- 
stration of  The  Medical  Manager,  contact 
Entre  Computer  Center. 


Electronic  Media  Claims  Module  - increases  cash  flow  by 
reducing  insurance  payment  turnaround  time.  The  EMC 
module  submits  and  tracks  "paperless"  insurance  claims 
via  modem,  diskette,  or  tape  to  multiple  claims  centers 
nationwide 

Flexibility  - supports  popular  hardware  and  multi-user 
operating  environments  including  PC  DOS*,  Concurrent 
DOS™,  Xenix®,  Unix®,  and  networks 


(GnTR€) 

COmPUTGR  CGHTGR® 

1229  First  Avenue,  S.E.,  Cedar  Rapids,  lA  52402 
(319)  366-3600 


Over  the  past  7 years,  the  benefits  of  automating  medical 
practices  with  The  Medical  Manager  have  been  proven  in 
5,000  single  and  multi-user  installations  supporting  12,000 
physicians  nationwide.  Thousands  of  your  colleagues  have 


The  Medical  Manager  is  marketed  natioruUy  by  Systems  Plus,  Inc.  The  Medical  Manager  is  a 
registered  trademark  of  Personalized  Programming,  Inc  Systems  Plus.  Inc  and  its  logo  are  reg- 
istered trademarks  of  Systems  Plus,  Inc.  PC  EXDS  is  a registered  trademark  of  IBM.  Concurrent 
PC  DOS  is  a trademark  of  Digital  Research.  Unix  is  a registered  trademark  of  AT&T.  Xenix  is  a 
registered  trademark  of  Microsoft  Corporation. 


Daniel  M.  Youngblade,  M.D 


President's  Privilege 


A Problem  That  Must 
Be  Solved 


A 1987  AMERICAN  HOSPITAL  ASSOCIATION  Sur- 
vey found  78%  of  hospitals  needed 
more  nurses.  Almost  one-fifth  of  large  urban 
hospitals  took  beds  out  of  service  temporar- 
ily due  to  the  nursing  shortage.  Estimates 
showed  12-18%  of  hospitals  across  the  U.S. 
had  unfilled  nursing  positions.  Nursing 
school  enrollment  has  dropped  over  25% 
(30%  in  Iowa)  since  1984,  a trend  some 
blame  on  low  salaries  and  poor  image. 

Evidence  from  nursing  organizations, 
the  AHA  and  the  HHS  indicates  the  prob- 
lem will  worsen.  Many  nursing  school  stu- 
dents are  already  licensed  practical  nurses 
and  registered  nurses  seeking  higher  educa- 
tion. In  response,  the  AMA  will  implement 
pilot  programs  to  evaluate  the  quality  and 
cost  effectiveness  of  RCTs  in  delivering  bed- 
side care.  Robert  Whinery,  M.D.,  an  IMS 
delegate  to  the  AMA,  discusses  the  RCT 
proposal  in  this  month's  "Questions  and 
Answers"  feature. 

No  consensus  of  agreement  has  sur- 
faced on  how  to  solve  the  nursing  shortage. 
Nursing  groups  are  talking  of  redesigning 
nursing  staffing  systems,  increasing  technol- 
ogic information  to  conserve  nurses'  time. 


increasing  salaries  and  benefits  and  increas- 
ing state  and  federal  aid  for  nursing  educa- 
tion. No  direct  suggestions  have  been  made 
for  increasing  the  number  of  nurses. 

The  "significant  and  persistent"  short- 
age of  nurses,  most  acute  in  nursing  homes, 
urban  hospitals,  critical  care  units  and  surgi- 
cal units,  must  be  solved!  We  must  mend 
fences  with  nursing  over  the  misunderstood 
RCT  proposal.  Nursing  and  physician  orga- 
nizations must  join  together  and  find  a 
workable  solution  to  the  current  and  future 
nursing  shortage. 

I urge  all  Iowa  physicians  to  become 
knowledgeable  about  the  problem  and  speak 
positively  with  local  nurses  about  this  im- 
portant matter. 


President 
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Registered  Nurse  Shortage: 
A Health  Care  Crisis 


COY  BAKER,  R.N.,  M.A. 
Des  Moines,  Iowa 


The  author,  president  of  the  Iowa 
Nurses  Association,  discusses  the 
nursing  shortage  and  the  response  of 
nursing  organizations. 


The  current  shortage  of  registered 
nurses  is  eroding  quality  health  care  in 
the  nation  and  in  Iowa.  The  nursing  short- 
age is  real.  It  exists  and  must  be  managed 
now. 

Enrollment  in  nursing  programs  has  de- 
clined by  30%  in  Iowa  since  1983  and  this 
decline  is  projected  through  1995.  On  the 
other  side  of  the  coin,  the  employment  rate 
among  nurses  is  80%.  Throughout  Iowa, 
nurses  are  experiencing  the  debilitating  ef- 
fects of  the  nursing  shortage.  Many  are  cop- 
ing with  the  problem  by  leaving  hospitals 
and  nursing  for  other  careers.  They  seek  bet- 
ter working  conditions  and  better  compensa- 
tion. 

In  its  1988  Statewide  Plan  for  Nursing, 
the  Iowa  Board  of  Nursing  (IBON)  states  the 
supply  of  RNs  working  the  field  in  Iowa  has 
steadily  declined  since  1980.  The  demand  for 
RNs,  demonstrated  by  the  ever-narrowing 


Coy  Baker  is  assistant  director  of  continuing  education  at  Iowa 
Methodist  School  of  Nursing,  Des  Moines. 


ratio  of  nurses  to  patients  in  care  beds,  has 
increased  at  the  same  rate.  The  Board  pre- 
dicts by  the  beginning  of  the  next  century, 
there  will  be  a shortfall  of  1,000-8,000  RNs  in 
Iowa.  This  figure  will  represent  a 12%  de- 
cline for  the  closing  decade  of  the  present 
century. 

Iowa  nurses  are  actively  working  to  ad- 
dress the  shortage.  A state  Tri-Council  con- 
sisting of  Iowa's  4 major  nursing  organiza- 
tions has  been  formed.  Patterned  after  the 
National  Tri-Council,  the  state  Tri-Council 
gives  Iowa's  nurses  "one  unified  voice." 

This  makes  Iowa  a leader  in  efforts  by 
professional  nursing  to  cope  with  the  short- 
age problem. 

The  Council's  purpose  is  to  "coordinate 
strategies,  both  short  term  and  long  range, 
to  combat  the  escalating  shortage  of  nurses 
in  the  state  and  to  identify  and  address  re- 
lated issues."  The  Council  hosted  a state- 
wide nursing  summit  on  December  6,  1988, 
with  28  nursing  specialty  organizations  in- 
vited and  24  attending. 

Developing  Strategies 

According  to  Colleen  Goode,  R.N., 
president  of  the  Iowa  Organization  of  Nurse 
Executives,  "The  purpose  of  the  summit  was 
to  bring  nursing  leaders  from  all  organized 
nursing  groups  together  to  develop  strate- 
gies to  manage  the  nursing  shortage  in 
Iowa." 

To  prepare  the  summit  attendees  for 
their  work  sessions,  a thorough  review  of 
national  and  state  activities  related  to  the 
shortage  was  presented  by  Dr.  Myrtle  Ayde- 
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lotte.  Dr.  Geraldine  Felton  and  other  Iowa 
nursing  leaders.  Some  items  addressed  in- 
cluded nurse  extender  models  utilized  across 
the  U.S.,  strategies  for  managing  the  nurs- 
ing shortage  suggested  in  the  report  of  the 
Federal  Commission  on  Nursing,  the  Iowa 
Board  of  Nursing's  Statewide  Plan  for  Nurs- 
ing and  the  work  of  the  Governor's  Task 
Force  on  Nursing. 

With  all  this  background  knowledge  in 
hand,  the  committee  members  went  to  work 
to  develop  strategies  to  manage  the  nursing 
shortage.  Specialty  groups  such  as  oncology 


'Patterned  after  the  National  Tri- 
Councih  the  state  Tri-Council 
gives  Iowa's  nurses  one  unified 
voice.' 


nurses,  NAACOG,  emergency  nurses,  etc., 
along  with  nurses  from  industrial  organiza- 
tions, LPN  organizations,  public  health, 
nursing  home  organizations,  nurse  recruit- 
ers, state  organizations  and  many  other  or- 
ganized nursing  groups  deliberated,  collabo- 
rated and  produced  a first  draft  of  Iowa 
strategies. 

The  summit  members  agreed  to  utilize 
the  language  of  the  federal  commission's  re- 
port and  place  the  Iowa  strategies  in  the 
commission  report's  final  format.  This  docu- 
ment is  being  prepared  for  circulation  to  all 
summit  members.  A second  summit  meeting 
is  being  planned  to  finalize  the  strategies. 
Each  nursing  organization  will  then  sign 
onto  the  document.  The  strategies  will  be 
disseminated  by  each  nursing  organization 
to  its  membership.  The  summit  meeting  was 
a productive  and  positive  effort  by  organized 
nursing  to  manage  the  shortage  in  Iowa  and 
assure  patients  in  Iowa  will  continue  to  re- 
ceive quality  nursing  care. 

Societal  Issue 

A legislative  task  force  is  also  working 
to  address  the  shortage.  According  to  Phyllis 
Crouse,  president  of  the  Iowa  League  for 
Nursing,  "The  current  nationwide  shortage 
of  nursing  personnel  is  serious  and  Iowa  is 
no  exception.  The  nursing  shortage  is  not 


only  an  issue  for  nursing  but  one  for  society 
in  general.  The  impact  of  the  nursing  short- 
age, if  not  addressed,  will  be  inadequate 
health  care  for  lowans. 

"The  Iowa  Legislature,  recognizing  this 
threat,  mandated  the  Iowa  Department  of 
Public  Health,  in  conjunction  with  the  Iowa 
Board  of  Nursing,  establish  a task  force  to 
examine  the  nursing  personnel  needs  of  ru- 
ral and  urban  areas  of  Iowa  and  recommend 
measures  to  insure  an  adequate  nursing  sup- 
ply, especially  to  underserved  areas.  The 
task  force  on  the  shortage  of  nursing  person- 
nel was  established  and  the  recommenda- 
tions will  be  reported  to  the  legislature  in 
January,  1989.  The  task  force  recognizes  sev- 
eral of  the  strategies  will  require  further 
study  and  analysis." 

Medicine  can  support  nursing  in  2 ways 
during  the  management  of  this  shortage  — 
first,  by  assisting  in  the  improvement  of 
nursing's  public  image.  One  factor  leading 
to  declining  enrollment  in  nursing  schools  is 
the  perception  of  nursing  as  a subservient 
career.  Nurses  must  be  acknowledged  as 
valuable  colleagues  in  the  health  care  sys- 
tem. As  a leading  member  of  the  health  care 
team,  the  physician  can  positively  influence 
public  opinion  by  working  toward  reversal 
of  this  damaging  image. 


'The  Iowa  Board  of  Nursing  pre- 
dicts by  the  beginning  of  the 
next  century,  there  will  be  a 
shortfall  of  1 ,000-8,000  RNs  in 
Iowa.' 


In  the  November,  1988  issue  of  The  New 
Physician,  medical  students  in  Albany  Medi- 
cal Center  are  working  with  nurses  and 
learning  practical  skills  they  may  never  be 
taught  in  school.  David  Shapiro,  third  year 
medical  student,  thinks  the  program  is  excel- 
lent. "You  get  to  see  exactly  what  the  nurses 
are  doing.  The  amount  of  knowledge  they 
have  amazed  me.  Some  of  the  medical  stu- 
dents really  just  don't  understand  what  a 
nurse's  job  is.  They  feel  anyone  can  be  a 
nurse,  therefore  they're  dispensable." 

(Continued  next  page) 
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Your  future  could  depend  on  it 


Advantage 

Did  you  know  your  chances  of  being  disabled 
are  1 in  8 and  if  you’re  between  35-65  the 
risk  of  disability  before  retirement  is  even 
higher?  The  odds  are  1 in  2! 

The  ADVANTAGE  offers: 

• The  best  definition  of  disability  and  partial 
disability. 

• Guaranteed  continuable  for  life. 

• Up  to  15%  discount  available. 

When  was  the  last  time  you  took  a 6-month 
vacation? 

For  more  information  on  DISABILITY 
INCOME  INSURANCE  call  or  write: 

H.  Dana  Bentzinger 
100  8th  Street  S.E. 

Altoona,  Iowa  50009 
515/967-8131 


Perhaps  this  attitude  is  changing.  Marie 
Manthey,  a nurse  consultant  in  Minneapolis, 
states,  “The  days  of  doctors  feeling  free  to 
yell  at  a nurse  when  things  aren't  going  well 
are  going  to  pass."  But,  much  remains  to  be 
done. 

Second  and  equally  important  is  recog- 
nizing the  nursing  shortage  as  a health  care 
problem.  Nurses  are  the  experts  in  deter- 
mining solutions.  We  need  physicians'  as- 
sistance as  colleagues  in  this  crisis  to  work 
with  us  in  implementing  our  solutions. 

The  shortage  is  extremely  complex. 
Contributing  factors  include  increasing  pa- 
tient acuity,  expanding  technology,  wider 
career  opportunities  and  over  declining  col- 
lege age  population.  It  is  apparent  that  with- 
out full  consideration  of  these  complexities, 
professionals  outside  nursing  will  come  up 
with  oversimplified  solutions.  These  solu- 
tions will  not  work  and  in  fact  may  com- 
pound the  problem. 

Nursing  cannot  solve  medicine's  prob- 
lems, nor  can  medicine  solve  nursing's  prob- 
lems. In  this  shortage  crisis,  medicine  and 
nursing  must  work  together  to  implement 
nursing's  strategies. 


Nurses  Express  Formal 
Opposition  to  RCTs 

IN  JUNE  OF  1988,  in  response  to  the  growing 
shortage  of  bedside  nurses,  the  American 
Medical  Association  introduced  a proposal  to 
create  a new  category  of  caregivers  — Regis- 
tered Care  Technologists  (RCTs).  The  pro- 
posal has  proven  controversial,  with  organi- 
zations representing  registered  nurses 
voicing  unanimous  opposition. 

On  January  11,  1989,  the  Iowa  Tri-Coun- 
cil  (the  Iowa  Association  Colleges  of  Nurs- 
ing, the  Iowa  League  for  Nursing,  the  Iowa 
Nurses  Association  and  the  Iowa  Organiza- 
tion of  Nurse  Executives)  released  a formal 
position  statement  on  RCTs.  Following  is  an 
excerpted  version  of  that  statement. 

POSITION  . . . All  National  Tri-Council 
and  Iowa  Tri-Council  members  oppose  the  AMA's 
proposal  to  develop  a new  category  of  health  care 
worker  called  Registered  Care  Technologist. 


Reasons  for  this  opposition  include: 

• The  RCT  proposal  would  decrease 
quality  of  care  because  these  bedside  care- 
givers would  be  inadequately  prepared. 

• The  RCT  proposal  would  increase  the 
likelihood  of  fragmentation  of  care. 

• The  RCT  would  make  the  nursing 
shortage  worse  because  RCTs  would  be  re- 
cruited from  an  already  diminishing  pool  of 
high  school  students. 

• Nursing  already  has  an  educational 
program  for  nurse  assistants,  LPNs  and 
RNs. 

• Nurses  would  be  asked  to  supervise 
RCTs  and  place  their  own  professional  li- 
cense in  jeopardy  because  of  lack  of  ade- 
quate preparation  to  care  for  people. 

• The  RCT  proposal  will  not  meet  the 
current  or  projected  needs  of  patients. 

• The  RCT  proposal  does  not  address 
the  reasons  for  the  nursing  shortage  such  as 
adequate  compensation,  longevity  benefits, 
participative  management,  etc. 
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AIRFORCE 

M^jCINE 

AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE 

Are  you  sick  of  the  paperwork  bottle'i^  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  specialty'?  Are 
supply  and  equipment  problems  getting  you  down? 

Join  the  Air  Force  medical  team.  Concentrate  on  your  medical 
practice.  Leave  the  paperwork  hassle  to  others.  We  use  the  group 
practice  system  of  health  care.  It  allows  maximum  patient/physician 
contact  with  a minimum  of  administrative  responsibilities. 

You'll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize. 

Our  superior  employment  and  benefits  package  make  Air  Force 
medicine  an  attractive  alternative  to  private  practice.  Find  out  how  you 
can  be  a part  of  the  Air  Force  health  care  team.  Call 


CAPT  GREGORY  HANELINE 
STATION  TO  STATION  COLLECT 
402-551-0928 


Robert  D.  Whinery,  M.D 


Questions  and  Answers 


RCTs:  A Physician's  Viewpoint 


The  author,  an  Iowa  City  ophthalmol- 
ogist and  IMS  delegate  to  the  American 
Medical  Association,  discusses  the 
AMA's  proposal  to  create  a new  cate- 
gory of  nursing  — Registered  Care 
Technologists. 


What  was  your  initial  reaction  to  the  American 
Medical  Association's  RCT  proposal? 

The  nursing  shortage  is  a critical  and  ur- 
gent problem  in  many  areas,  especially  larger 
cities.  Though  we  are  rather  sheltered  from 
some  problems  in  the  midwest,  shortages  are 
present  here  as  well. 

As  an  AMA  delegate  from  Iowa,  I have 
been  very  concerned  about  the  Registered  Care 
Technologist  (RCT)  proposal  by  the  AMA 
Board  of  Trustees.  My  mind  has  changed 
greatly  since  the  initial  proposal  and  as  time 
goes  by  more  dimensions  of  the  issue  come 
into  focus. 

It  is  safe  to  say  when  this  concept  was 
first  presented  to  us  prior  to  the  June  AMA 
Annual  Meeting  it  was  a surprise.  Like  many 
delegates,  I went  to  that  meeting  prejudiced 
against  the  AMA's  action.  However,  after  lis- 
tening to  much  discussion  on  all  sides  of  the 
issue,  the  problem  proved  to  be  much  more 
complex  than  I realized. 


What  developments  have  occurred  since  the  in- 
itial proposal? 

I discovered  at  the  June,  1988  meeting  that 
AMA  leadership  has,  for  a number  of  years, 
asked  the  nursing  profession  to  make  recom- 
mendations to  solve  the  nursing  shortage.  This 
request  fell  primarily  on  deaf  ears.  The  re- 
sponse of  nursing  hierarchy  is  to  continue  sup- 
porting abolishment  of  diploma  schools  and 
LPN  programs.  I have  always  been  somewhat 
confused  as  to  why  nursing  supported  bac- 
calaureate and  2-year  programs  to  the  exclu- 
sion of  3-year  diploma  schools. 

However,  since  June  much  has  transpired 
through  discussions  between  nursing  and  the 
AMA.  The  initial  outcome  was  very  poor. 
There  were  some  positive  recommendations 
from  the  nursing  associations  which  would 
lead  to  more  respect,  better  pay  and  better 
working  conditions.  However,  some  requests 
such  as  one  year  off  every  10  years  and  the 
ability  to  try  a new  position  in  a hospital  for 
as  long  as  3 months  while  the  old  job  was  kept 
open  were  less  than  realistic. 


What  have  you  heard  from  nurses? 

Initially,  I was  bombarded  with  letters 
from  deans  of  nursing  schools  and  many  nurse 
administrators  throughout  Iowa  and  else- 
where. As  the  December  AMA  Interim  Meet- 
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ing  drew  closer,  I began  hearing  from  nurses 
who  are  actually  in  the  front  lines  of  patient 
care. 

Their  approach  was  somewhat  different. 
They  expressed  the  fact  they  are  understaffed 
and  underpaid  and  anxious  for  improvement 
in  their  working  conditions.  They  believe  these 
problems  have  not  been  addressed  by  the 
nursing  associations.  I later  learned  many  Iowa 
hospitals  have  developed  programs  similar  to 
the  RCT.  These  programs  are  not  universally 
organized,  but  do  include  people  trained  on- 
the-job  to  alleviate  the  overworked  nurses. 

The  person  "in  the  trenches"  is  too  often 
not  heard.  I found  at  the  AMA  Interim  Meet- 
ing in  Dallas  that  I was  not  the  only  person 
hearing  these  things  from  nurses.  The  Presi- 
dent's address  included  many  of  the  same  ob- 
servations. 


What  do  you  believe  are  the  AMA's  goals  with 
the  RCT  proposal? 

All  along,  I have  suspected  the  AMA  was 
trying  to  bring  the  nursing  shortage  into  acute 
focus  and  that  the  RCT  proposal  was,  in  a 
sense,  an  attention  getting  device.  There  are 
now  recommendations  from  the  AMA  that  the 
nursing  shortage  be  solved  through  strong  lo- 
cal programs  developed  in  cooperation  with 
nursing. 

In  addition,  there  was  strong  universal 
support  for  facilitating  recruitment  and  edu- 
cation of  nurses  to  provide  bedside  care  and 
economic  and  professional  incentives  to  attract 
and  retain  high  quality  individuals.  This  is, 
after  all,  what  must  be  done.  The  pilot  RCT 
program  continues  but  will  be  closely  moni- 
tored. 

I am  very  encouraged  to  realize  a similar 
approach  is  being  used  in  many  of  our  Iowa 
hospitals.  There  is  a critical  shortage  of  bed- 
side care  providers.  Though  it  is  our  desire  to 
improve  the  nursing  climate,  our  primary  de- 
sire must  be  to  help  patients.  What  was  first 
seen  by  nurses  as  a "slap  in  the  face"  is,  I hope, 
evolving  into  a cooperative  venture  that  will 
address  all  aspects  of  this  problem. 

Editor's  Note:  The  nursing  profession's  con- 
cerns regarding  the  AMA's  RCT  proposal  are  dis- 
cussed in  a sidebar  to  this  month's  lead  story  by 
Coy  Baker,  R.N.,  president  of  the  Iowa  Nurses  As- 
sociation. 
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I Microburst 

(potasaum  chlonde)  Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  lor  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  it  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest,  Hyperlulemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such'as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g,,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 


WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  moniforing  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  iniures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-OUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis.  Mutagenesis,  impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  it  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 


OVERDDSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CDNTRAINDICATIDNS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  OT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  tor  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2,  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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Recent  Books 


Bergman,  Ronald  A.,  Sue  Ann  Thompson, 
Adel  K.  Afifi  and  Faysal  A.  Saadeh,  1988,  Com- 
pendium  of  Human  Anatomic  Variation,  Text,  At- 
las and  World  Literature,  Urban  & Schwar- 
zenberg,  Baltimore,  Maryland,  Munich,  West 
Germany,  353  pages,  $198.00.  This  compen- 
dium reflects  a tremendous  effort  by  the  au- 
thors to  index  the  large  number  of  human  an- 
atomic variations  that  have  been  observed.  The 
various  organ  systems  are  discussed  individ- 
ually and  specifically;  then  the  atlas  completes 
the  book.  The  atlas  depicts  sketches,  drawings 
and  photographs  of  many  anatomic  varia- 
tions. The  index  is  very  complete,  e.g.,  708 
references  for  the  muscles,  1371  for  the  car- 
diovascular system.  This  is  a monumental 
compendium  from  the  anatomy  department  of 
the  U.  of  I.  College  of  Medicine  and  the  Amer- 
ican University  of  Beirut.  It  will  serve  as  an 
excellent  reference  especially  to  anatomists, 
surgeons  and  pathologists. 

Kelly,  Jeffrey  A.  and  Janet  S.  St.  Lawrence, 
1988,  The  AIDs  Health  Crisis:  Psychological  and 
Social  Interventions,  Plenum  Publishing  Cor- 
poration, New  York,  New  York.  After  a con- 
cise review  of  the  medical  aspects,  transmis- 
sion and  risk  factors  of  AIDS,  this  book 
primarily  concerns  the  psychosocial  aspects  of 
this  major  health  threat.  The  authors  state  their 
primary  focus  is  on  interventions  that  can  prove 
to  be  useful  in  preventing  AIDS  and  assisting 
persons  already  affected  by  the  syndrome. 
There  are  numerous  references  provided  for 
the  reader  seeking  further  information. 

Diamond,  Seymour  and  Vye  Amy  Diamond, 
1988,  Hope  for  Your  Headache  Problem,  Interna- 
tional Universities  Press,  Madison,  Connecti- 
cut. A series  of  case  histories  with  discussion 
of  the  authors'  experiences  and  concepts  of  the 
headache  problem.  The  author  directs  a pri- 
vate clinic  for  the  treatment  of  headaches  in 
Chicago.  Appendixes  include  an  update  on  the 
treatment  of  headaches,  a review  of  the  au- 
thors' inpatient  care  for  the  difficult  patient 
and  the  Diamond  Clinic's  dietary  plan  for 
headache  patients.  There  is  also  a glossary  of 
terms  related  to  headaches. 


Stoline,  Anne  and  Jonathan  P.  Weiner,  1988, 
The  New  Medical  Marketplace:  A Physician's  Guide 
to  the  Health  Care  Revolution,  The  Johns  Hop- 
kins University  Press,  Baltimore,  Maryland, 
paperback  $12.95,  hardcover  $26.50.  The  eco- 
nomics of  medical  practice  is  involved  in  a ma- 
jor revolution.  This  book  reviews  the  economic 
and  sociologic  aspects  of  health  care  in  the  past 
and  the  changes  to  be  seen  in  the  future.  There 
is  no  doubt  the  physicians  of  the  future  will 
be  less  able  to  master  their  own  destinies.  This 
is  “must  reading"  for  all  physicians  but  more 
so  for  medical  students  and  younger  physi- 
cians. 

Weibert,  Robert  T.  and  William  A.  Norcross, 
1988,  Drug  Interactions  Index,  2nd  edition.  Med- 
ical Economics  Books,  Oradell,  New  Jersey, 
paperback  $27.95.  Significant  drug  interac- 
tions and  their  possible  clinical  implications 
are  compiled  in  this  valuable  book.  This  ex- 
panded edition  adds  184  interactions;  over  50% 


new  material.  The  name  index  contains  both 
generic  and  trade  names.  From  the  number 
assigned  the  interactions  can  be  determined  in 
other  sections  of  the  book.  The  type  of  reaction 
is  briefly  noted  and  suggestions  made  regard- 
ing use  of  the  specific  drug.  This  is  a valuable 
reference  book  for  the  busy  practitioner. 

Day,  Robert  A.,  1988,  How  to  Write  and  Publish 
a Scientific  Paper,  3rd  Edition,  Oryx  Press, 
Phoenix  and  New  York.  The  author,  a profes- 
sor of  English,  has  had  extensive  experience 
in  directing  the  publishing  program  of  the 
American  Society  for  Microbiology.  This  is  truly 
a “how  to"  manual.  The  numerous  subjects 
discussed  are  brief,  concise  and  well-written. 
Appendices  include  selected  journal  title  word 
abbreviations,  common  errors  in  style  and 
spelling,  words  and  expressions  to  avoid,  pre- 
fixes and  abbreviations  for  SI  units  and  ac- 
cepted abbreviations  and  symbols. 
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Hyperbaric  Oxygen  Therapy 


MICHAEL  C.  WITTE,  D.O.,  FACP 
Des  Moines,  Iowa 


The  author  describes  the  history  of  and 
potential  medical  uses  for  hyperbaric 
oxygen  (HBO)  therapy^  a useful  adjunct 
to  more  established  therapies. 


Hyperbaric  oxygen  (hbo)  therapy  is  the 
application  of  100%  oxygen  by  inhala- 
tion in  an  environment  that  is  at  a barometric 
pressure  greater  than  the  earth's  atmosphere. 
It  is  not  a new  therapy  and  has  a much  longer 
history  than  other  present  day  therapies  such 
as  coronary  artery  bypass  surgery,  radiation 
therapy  or  even  antibiotics.  Pressurized  treat- 
ment with  air  has  a history  of  use  by  the  world's 
navies  dating  back  roughly  300  years  and  use 
of  100%  oxygen  is  now  in  its  100th  year.  Sev- 
eral developments  in  the  1960's  contributed  to 
the  acceptance  and  expansion  of  hyperbaric 
medicine: 

• The  explosion  of  recreational  diving  in 
the  United  States  (more  than  2 million  avid 
divers); 

• Recognition  by  the  Air  Force  that  seri- 
ous decompression  sickness  does  occur  with 


Dr.  Witte  is  medical  director  of  the  hyperbaric  medicine  program  at 
Mercy  Hospital  Medical  Center  in  Des  Moines. 


exposure  to  altitude  (hypobaric  environ- 
ments); 

• An  ever  increasing  body  of  evidence  that 
HBO  therapy  was  useful  treatment  for  intra- 
vascular gas  embolism  of  any  cause,  carbon 
monoxide  poisoning,  gas  gangrene  and  diffi- 
cult refractory  wounds  of  soft  tissue  and  bone. 

Unfortunately,  some  early  enthusiasts  of 
HBO  were  applying  its  use  to  conditions  un- 
supported by  clinical  research  such  as  senility, 
transient  ischemic  attacks,  emphysema  and 
cancer,  damaging  the  reputation  of  HBO  as  a 
useful  adjunct  to  more  established  medical 
conditions.  Through  world-wide  research  over 
the  past  2 decades,  HBO  therapy  is  beginning 
to  regain  wide  spread  acceptance  by  medical 
and  surgical  specialities. 

There  are  now  over  200  hyperbaric  oxygen 
chambers  in  the  United  States  capable  of  treat- 
ing patients.  The  Undersea  and  Hyperbaric 
Medical  Societies  (UHMS)  Conference  at  the 
University  of  California  in  1975  was  followed 
by  the  excellent  text.  Hyperbaric  Oxygen  Therapy 
by  J.  C.  Davis  and  T.  S.  Hart,  which  contains 
over  700  references  and  serves  as  the  primer 
on  hyperbaric  oxygen. 

Physiological  Effects  of  HBO 
Therapy 

The  actual  mechanisms  of  HBO  action  are 
varied.  The  effects  from  the  increased  pressure 
are  due  to  compression  of  bubble  size  in  the 
circulation  (air-embolism)  and  tissues  (de- 
compression sickness)  as  well  as  vasoconstric- 
tion. The  physiological  effects  assist  in  1)  over- 
coming the  effects  of  tissue  hypoxia  or  distal 
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ischemia  (reaching  levels  of  up  to  2,000  milli- 
meters of  mercury  in  blood);  2)  countering  the 
effects  of  various  poisons  or  toxins;  3)  en- 
hancing the  oxidative  burst  of  polymorpho- 
nuclear cells  in  tissue  macrophages,  so  im- 
portant for  intracellular  antimicrobial  killing; 
4)  potentiating  the  antimicrobial  properties  of 
aminoglycocides,  vancomycin  and  sulfona- 
mides; and  5)  stimulating  the  growth  of  fibro- 
blasts, osteoblasts,  osteoclasts  and  granulo- 
cytes, resulting  in  enhanced  wound  healingd 

Clinical  Application 

In  1976  the  executive  committee  of  the  Un- 
dersea and  Hyperbaric  Medical  Society  estab- 
lished the  Committee  on  Hyperbaric  Oxygen- 
ation. It  is  a national  scientific  organization 
that  "critically  reviews,  analyzes,  and  moni- 
tors: 1)  the  clinical,  experimental,  and  physi- 
ological aspects  of  HBO  use;  2)  its  clinical  ef- 
ficacy, cost  effectiveness  and  safety;  3)  the 
methods  of  avoiding  its  misuse  and  use."^ 

The  report  of  the  committee  in  1977  and 
its  revision  in  1986  were  prepared  for  the  use 
of  health  insurance  carriers,  administrators  and 
health  professionals.  The  committee's  docu- 
mentation of  the  clinical  indications  of  HBO 
therapy  is  accepted  by  the  national  Blue  Cross 
and  Blue  Shield  as  well  as  most  other  health 
insurance  companies.  Table  1 lists  the  ac- 
cepted conditions  for  hyperbaric  oxygen. 

Toxicities 

Like  any  drug,  oxygen  can  have  toxic  ef- 
fects under  hyperbaric  conditions,  particularly 
on  central  nervous  system  tissue  and  the  lungs. 
Treatment  protocols  have  been  established  to 


TABLE  1 

ACCEPTED  CONDITIONS  EOR  HYPERBARIC  THERAPY 


air  or  gas  embolism 
carbon  monoxide  poisoning 

acute  smoke  inhalation  and  assumed  carbon  monoxide/cyanide 
poisoning 

crush  injury,  compartment  syndrome  and  other  acute  traumatic 
ischemias 

acute  cyanide  poisoning 
decompression  sickness 

enhancement  of  healing  and  selected  problem  wounds 
diabetic  wounds 
venous  stasis  ulcers 
decubitus  ulcers 
arterial  insufficiency  ulcers 
exceptional  blood  loss 
gas  gangrene 

necrotizing  soft  tissue  infections 
creptitant  anaerobic  cellulitis 
progressive  bacterial  gangrene 
necrotizing  fasciitis 
non-clostridial  myonecrosis 
Fourneier's  disease 

miscellaneous  necrotizing  infections  in  the  compromised  host 


keep  this  potential  toxicity  to  a minimum. 
Other  risks  during  treatment  are  due  to  the 
potential  adverse  effects  of  pressure  (baro- 
trauma), which  can  act  upon  sinuses,  ears, 
teeth,  gastrointestinal  tract  and  the  lungs. 
However,  safety  procedures  have  been  estab- 
lished and  are  a daily  part  of  the  Mercy  cham- 
ber unit's  activities  to  eliminate  or  reduce  these 
side  effects. 3 
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Serum  Cholesterol  of  Residents 
in  North  Iowa 


SHIONG  S.  LEE,  M.D. 
STEPHEN  CHA,  M.S. 
MING-SHING  LEE 
Mason  City,  Iowa 


A survey  of  serum  cholesterol  levels  was 
done  on  219  residents  in  north  Iowa. 
Population  reference  values  of  serum 
cholesterol  for  the  community  were  de- 
veloped. Data  indicate  age  is  an  influ- 
ential factor  in  both  sex  groups.  Con- 
sumption of  oral  contraceptives  appears 
to  be  a significant  factor  in  increased 
serum  cholesterol  levels  in  females.  Al- 
though cigarette  smoking  seems  to  aug- 
ment serum  cholesterol  level  superfi- 
cially^ its  relationship  is  not  statistically 
significant  in  the  study. 


IN  COOPERATION  WITH  the  Campaign  of  the 
American  Heart  Association  on  cholesterol 
screening  program,  the  North  Iowa  Medical 
Center  in  Mason  City,  Iowa,  offered  serum 
cholesterol  deterrninations  to  residents  of  north 
Iowa  (mainly  Cerro  Gordo  County)  between 
February  9-13,  1987.  This  study  was  under- 
taken to  survey  the  total  serum  cholesterol  lev- 


Dr.  Lee  is  a pathologist  at  the  North  Iowa  Medical  Center  in  Mason 
City.  Stephen  Cha  is  a statitidan  with  Cancer  Center  Statistics  at  Mayo 
Clinic,  Rochester,  Minnesota.  Ming-Shing  Lee  is  a freshman  student  at 
Massachusetts  Institute  of  Technology,  Cambridge,  Massachusetts. 


els  of  healthy  northern  Iowa  residents  and  to 
evaluate  the  possible  influences  of  sex,  age, 
cigarette  smoking  and  oral  contraceptives  on 
serum  cholesterol  levels.  These  data  may  be 
used  as  the  population  reference  values  of 
serum  cholesterol  for  the  community.  They 
may  provide  basic  information  for  future  study 
of  cardiovascular  risk  factors  in  north  lowa.^ 

Materials  and  Methods 

Cholesterol  testing  was  on  a voluntary  ba- 
sis. Any  healthy  resident  presenting  with  no 
eating  or  drinking  for  8 hours  was  enrolled  in 
this  study.  Participants  were  north  Iowa  res- 
idents enjoying  a normal  healthy  life  with  no 
known  clinical  cardiovascular  disease.  Each 
was  asked  to  complete  a standard  form  of  in- 
dividual cholesterol  data  provided  by  the 
American  Heart  Association.^ 

Collection  of  blood  was  done  at  the  local 
shopping  center,  with  the  participant  seated. 
A 20-gauge  needle  and  a standard  vacuum  tube 
without  a preservative  or  anticoagulant  were 
used.  The  clotted  blood  was  centrifuged  and 
serum  total  cholesterol  performed  on  a duPont 
ACA  autoanalyzer  (cholesterol  oxidase 
method). 

There  were  219  participants,  94  men  and 
125  women,  ranging  in  age  from  11-84.  Serum 
cholesterol  levels  were  stratified  by  age  and 
sex  groups;  then  the  percentiles  of  each 
subgroup  were  derived.  The  mean  of  choles- 
terol levels  and  standard  deviation  of  each 
subgroup  were  calculated.  Due  to  limited  clin- 
ical data  and  insufficient  precise  information 
to  define  hypertension,  overweight  and  de- 

(Continued  next  page) 
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gree  of  physical  activity  of  participants,  only 
2 factors,  namely  cigarette  smoking  and  oral 
contraceptives,  were  further  evaluated  for  the 
influence  of  serum  cholesterol  level  by  paired 
T test  and  P value  determination. 

Results 

The  results  of  serum  cholesterol  levels  and 
percentile  rankings  by  age  and  sex  of  partici- 


TABLE 1 

SERUM  CHOLESTEROL  (MG/DL) 

PERCENTILE  RANKING  BY  AGE  AND  SEX  IN  NORTH  IOWA 


Age 

(Yr) 

N 

Mean 

(mg/dl) 

(Females) 

SD 

25 

Percentile* 

50 

75 

11-30 

11 

184 

27 

167 

175 

205 

31-40 

16 

184 

42 

152 

180 

203 

41-50 

13 

223 

41 

188 

210 

247 

51-60 

30 

230 

27 

210 

223 

257 

61-70 

38 

240 

41 

204 

252 

267 

71-80 

19 

241 

36 

213 

236 

277 

>81 

5 

271 

21 

254 

272 

289 

(Males) 

11-30 

5 

177 

22 

157 

178 

197 

31-40 

20 

208 

32 

191 

206 

215 

41-50 

10 

255 

99 

206 

231 

268 

51-60 

19 

236 

58 

190 

239 

253 

61-70 

29 

224 

43 

199 

219 

256 

71-80 

1 1 

232 

52 

208 

223 

263 

N:  Number  of  cases 
SD:  Standard  Deviation 


* Percentile  derived  from  total  serum  cholesterol  levels  of  125  female 
and  94  male  participants  by  frequency  distribution  analysis.  Overall  age  and 
serum  cholesterol  level  show  positive  relationship  by  ANOVA  (analysis  of 
variance)  and  regression  analysis  (P  = 0.001). 

The  cholesterol  levels  have  been  rounded  up  to  integer  to  removed 
decimal  fraction. 


pants  are  summarized  in  Table  1.  To  avoid 
disagreement  on  some  aberrant  cases  in  both 
upper  and  lower  limits  (above  90  and  below 
10  percentiles)  only  25,  50  and  75  percentile 
ranges  are  listed  for  simplicity  of  clinical  ap- 
plication. 

Because  only  13  women  were  recorded  as 
oral  contraceptive  users,  13  cases  of  non-users 
with  a good  match  on  age  (within  3 years  and 
in  the  same  stratified  age  group)  were  selected 
for  comparison  of  serum  cholesterol  levels. 

Regarding  the  effect  of  cigarette  smoking 
on  serum  cholesterol  levels,  only  10  pairs  with 
good  matching  of  age  were  available  from  each 
sex  group  for  statistical  analysis.  The  results 
are  shown  in  Table  2. 

Discussion 

To  the  best  of  our  knowledge,  the  popu- 
lation reference  values  of  total  serum  choles- 
terol have  not  been  established  in  north  Iowa. 
Although  our  data  are  derived  from  a rela- 
tively small  series  (219  cases),  the  reference 
values  for  different  age  and  sex  groups  in  this 
study  are  important  since  opportunities  to 
screen  different  age  and  sex  groups  of  a healthy 
population  on  a voluntary  basis  are  few.  More- 
over, if  future  study  of  cardiovascular  risk  fac- 
tors needs  to  be  carried  out,  these  data  can 
provide  basic  information  regarding  the  north 
Iowa  population. 

Our  results,  concurring  with  previously 
reported  surveys,  show  age  infuence  on  serum 
cholesterol  levels  in  both  sexes  (Table  1).^'^ 
Therefore,  age  should  be  considered  before 
drawing  a conclusion  of  hypercholesterolemia 
in  any  individual,  despite  the  recommenda- 
tion of  200  mg/dl  as  the  realistic  “target”  level 


TABLE  2 

INFLUENCES  OF  CIGARETTE  SMOKING  AND  ORAL  CONTRACEPTIVES  ON  SERUM  CHOLESTEROL 


(Smoker) 

Male 

(Nonsmoker) 

(Smoker) 

Female 

(Nonsmoker) 

Oral  Contraceptive  (female) 
(User)  (Nonuser) 

No.  of  cases 

10 

10 

10 

10 

13 

13 

Mean  of  serum  cholesterol  (mg/dl) 

274.1 

217.2 

210.2 

195.1 

229.4 

216.2 

Mean  of  difference  (serum  cholesterol 

47.9 

-2.5 

25.9 

difference  between  paired  groups) 

SD  of  mean  difference 

102.1 

48.4 

27.0 

Paired  T value 

1.484 

-0.163 

3.458 

P value 

P 

= 0.17 

P 

= 0.87 

P < 0.005 

NS 

NS 

Significant 

SD;  Standard  deviation 
NS:  Nonsignificant 
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for  some  form  of  therapy  proposed  by  the  Na- 
tional Institute  of  Health/ 

Cigarette  smoking  as  a major  risk  factor 
for  coronary  heart  disease  or  myocardial  in- 
farction has  been  well  established/"^^  How- 
ever, its  direct  influence  on  serum  cholesterol 
level  is  not  straightforward  From  our  se- 
ries, the  influence  of  cigarette  smoking  on 
serum  cholesterol  appears  to  be  non-signifi- 
cant in  both  sex  groups  (Table  2). 

Consumption  of  oral  contraceptives  has 
proven  to  be  a significant  factor  (p  <0.005)  in 
increased  serum  cholesterol  in  our  female 
group.  The  link  between  oral  contraceptive 
administration  and  elevation  of  serum  choles- 
terol has  been  stressed  in  previous  stud- 
ies. This  effect  is  believed  to  be  due  to  the 
progestin  component  or  to  combined  estro- 
gen-progestin activity  of  the  Pill.^^-^^  The  di- 
versity of  oral  contraceptive  formulations  and 
the  duration  of  their  usage  have  confounded 
attempts  to  elucidate  the  underlying  complex 
mechanism.  Nevertheless,  our  analysis  has 
shown  the  net  effect  of  oral  contraceptives  on 
serum  cholesterol  levels  in  healthy  female  res- 


idents in  our  community.  This  may  be  more 
useful  in  drawing  association  between  contra- 
ceptives and  serum  cholesterol  concerning  fu- 
ture studies  of  the  cardiovascular  risk  profile 
for  our  population. 

References 

References  noted  in  this  paper  are  avail- 
able either  from  the  authors  or  the  editors  of 
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Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOfTACTICS. 


What  is/who  are  SOfTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

I " WEST  DES  MOINES.  IOWA  50265 

(515)  224-4565 
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Free  Dental  Services 


Dental  Services  for  Persons  with  Disabil- 
ities is  a project  which  provides  free  dental 
services  to  children  and  young  adults  under 
age  21  who  are  disabled  or  “dentally  handi- 
capped" and  from  a low  income  family.  The 
Department  of  Pediatric  Dentistry  at  the  Uni- 
versity of  Iowa  coordinates  this  program  which 
is  supported  by  the  Iowa  Department  of  Public 
Health  through  finances  made  available 
through  a maternal  and  child  health  grant.  To 
be  eligible  for  the  program,  the  potential  par- 
ticipant's family's  income  should  be  under 
150%  of  the  federal  poverty  guidelines. 

This  project  has  been  in  effect  since  1983. 
Dental  services  are  offered  in  Iowa  City  at  the 
University  Hospital  School  Dental  Clinic  and 
in  11  private  dental  offices  located  in  Ames, 
Carroll,  Cedar  Falls,  Charles  City,  Council 
Bluffs,  Creston,  Decorah,  Des  Moines,  Mason 
City,  Sioux  City  and  Sioux  Center.  For  details 
call  Arthur  Nowak,  Dental  Director  or  Tricia 
Campanelli,  Project  Coordinator,  at  319/356- 
1517. 


PHYSICIANS 

°l^th°\6ung’  places  physicians  in  all  medical 
specialties.  Our  clients  include  hospitals,  clinics, 
group  practices,  HMO’s,  etc.  throughout  the  coun- 
try — entire  fee  paid  by  our  client  employers. 
Some  of  our  current  opportunities  include: 

FAMILY  PRACTITIONER  — $70K.  Several  op- 
portunities available  in  community  hospitals  within 
1 hour  of  Twin  Cities.  Partnership  and  buy-ins 
available  after  1st  year. 

CARDIOLOGIST  — to  $150K.  Superb  orga- 
nization with  great  potential.  Large  midwestern 
MD  owned  cardiac  center  with  large  referral  base. 

INTERNIST  — Solid  opportunities  in  gorgeous 
areas  near  Twin  Cities  and  Bismarck. 

OB/GYN  — Strictly  high  risk  OB  in  semi-rural 
hospital  within  V2  hour  of  Twin  Cities. 

Completely  confidential.  For  further  information 
call  or  send  your  curriculum  vitae  to: 

EXECUTIVE  RECRUITERS 
4530  West  77th  St.,  Minneapolis,  MN  55435 
612/831-6655  Attn:  Jeffrey  Kennedy 


Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 


Well  take  good  care  of  you. 

Coming  in  the  next  issue: 

■ Alzheimer’s  disease:  What  do  we  know  now? 

■ What  to  do  for  congestive  heart  failure 

■ Do  senior  patients  need  to  stop  smoking? 

■ How  lab  values  for  older  patients  vary  from  normal 


Read  Every  Issue  fiDm  Cover  to  Cover! 
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Marion  E.  Alberts,  M.D. 

The  Editor  Comments 


To  Nurses 


The  trained  nurse  has  become  one  of  the  great 
blessings  of  humanity,  taking  a place  beside  the 
physician  and  the  priest  and  not  inferior  to  either 
in  her  mission. 

— Sir  William  Osier  (1849-1919) 
“Nurse  and  Patient"  Aequanimitas, 
with  other  addresses 

IF  WE  PAINTED  A MURAL  of  the  history  of  the 
nursing  profession  we  would  create  a 
story  of  variable  social  influences.  The  first 
nursing  was  the  responsibility  of  the  women 
of  a social  element  — the  men  sought  food; 
the  women  cared  for  the  children  and  the 
aged.  From  the  1500s  to  the  early  1800s  the 
history  of  nursing  is  a very  dark  picture.  The 
religious  elements  of  society  had  a variable 
influence.  The  division  of  the  church,  Prot- 
estant or  Catholic,  resulted  in  a decreased 
interest  in  charitable  works. 

One  bright  highlight  occurred  in  1633 
with  the  founding  of  the  Order  of  Sisters  of 
Charity  which  in  Catholic  countries  repre- 
sented a reform  in  nursing.  That  era  became 
shadowed  over  the  next  century  until  1836 
when  the  Modern  Order  of  Deaconesses  in 
Protestant  countries  and  the  Sisters  of  Mercy 
in  Catholic  countries  developed  a new  era  in 
nursing.  Social  responsibility  became  more 
popular.  Care  of  the  sick  became  a social  re- 
sponsibility which  spread  worldwide.  In 
1860  the  Nightingale  School  of  Nursing  was 
founded  at  St.  Thomas  Hospital  in  London. 
This  represented  a radical  experiment 
wherein  a school  of  nursing  was  associated 
with  a medical  school  of  distinction. 


The  profession  of  nursing  from  then  on 
was  increasingly  influenced  by  social  and 
economic  influences  to  become  the  noble 
profession  it  is  today.  The  physician/nurse 
relationship  has  progressed  from  a servile 
status  to  a stature  of  prominence  exemplified 
by  a coordinated  effort  in  the  care  of  the 
sick.  Many  of  the  changes  in  the  status  of 
nurses  have  come  about  in  the  last  4-5  dec- 
ades. From  a position  of  menial  tasks  along 
with  providing  care  and  comfort  to  the  sick, 
nurses  of  today  are  true  professionals.  In 
them  a trust  is  given  that  is  truly  a reflection 
of  their  training  and  professional  expertise. 

We  see  in  the  last  panels  of  the  mural  of 
nursing  history  the  responsible  acts  by 
nurses  in  operating  suites,  neonatal  inten- 
sive care  nurseries,  cardiac  centers  and  in 
care  of  injured  and  seriously  ill  in  land  and 
air  transport  services.  The  advanced  educa- 
tion attained  by  many  nurses  provides  better 
care  and  better  training  of  younger  nurses. 
Osier  demonstrated  his  wisdom  in  his  state- 
ment to  the  nurses  of  Johns  Hopkins  Hospi- 
tal in  1897.  Nursing  is  an  art  filled  with  love 
and  compassion;  a profession  that  is  noble 
to  be  followed. 

This  issue  of  iowa  medicine  examines  is- 
sues in  the  nursing  profession.  We  also,  by 
this  theme,  salute  the  nursing  profession.  In 
the  words  of  Osier  in  another  talk  to  nurses 
at  Johns  Hopkins  Hospital  ".  . . in  your 
passport  shall  be  the  blessing  of  Him  in 
whose  footsteps  you  have  trodden,  unto 
whose  sick  you  have  ministered,  and  for 
whose  children  you  have  cared."  — M.E.A. 
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Richard  M.  Caplan^  M.D. 

CME  Notebook 


Cure  and  Care 


You  HAVE  PROBABLY  THOUGHT  RARELY 

about  the  story  of  leprosy  (now  prefera- 
bly called  Hansen's  Disease)  as  it  has  ap- 
peared and  still  exists  in  the  United  States.  If 
I asked  you  to  name  a contagious  disease  of 
great  importance  now  (go  ahead,  do  just 
that),  1 suspect  you'd  think  of  AIDS,  al- 
though you  truly  have  lots  of  choices.  Part 
of  the  reason  AIDS  pops  into  mind  is  be- 
cause we  do  not  have  a cure,  and,  because 
of  complex  social  oddities  that  you  already 
know,  the  disease  happens  to  carry  with  it 
an  enormous  burden  of  stigma  along  with 
its  biological  devastation. 

Those  very  words  could  be  said  of  Han- 
sen's Disease  until  very  recent  times.  In 
much  of  the  world  the  disease  and  the 
stigma  are  about  as  great  as  they  ever  were. 

Here  is  an  exerpt  from  a statement 
made  in  1861  by  the  chaplain  who  served  a 
leprosarium  in  Tracadie,  New  Brunswick, 
Canada: 

Should  God  in  his  unsearchable  justice 
or  in  His  infinite  mercy,  be  pleased  to  in- 
flict me  with  this  disease,  I would  have  to 
share  [the  patients']  captivity  and  com- 
pany. Then  I would  have  to  spend  the  re- 
mainder of  my  days  under  the  same  re- 
strictions and  privations,  but  the  most 
unbearable  of  all  would  be:  No  Physician, 
no  Doctor  at  hand! 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


This  cry  of  anguish  seems  so  strange  to 
us,  perhaps  because  today  we  are  likely  to 
respond:  "But  that  doctor  wouldn't  have 
been  able  to  do  a thing  to  treat  leprosy."  If 
I've  indeed  expressed  your  thought,  then  I 
submit  it  is  a measure  of  how  your  thinking 
has  become  oriented  toward  cure  (that  is,  at- 
tacking the  disease)  and  drifted  from  care 
(that  is,  doing  small  acts  of  comfort  and  con- 
solation of  enormous  importance).  The  pa- 
tient experiences  an  illness.  The  doctor  who 
treats  only  the  disease,  even  if  his  tools  cure 
it,  has  attended  only  partially  to  the  pa- 
tient's illness.  Patients  often  endure  disease 
more  successfully  if  the  physician  otherwise 
cares  for  them. 

The  same  day  I read  that  chaplain's 
statement  I heard  a talk  given  by  a psycholo- 
gist who  told  a group  of  CME  directors  that 
patients  ask  2 things  from  their  doctor:  1) 
Listen  to  me!  and  2)  Be  nice  to  me!  It's  easy 
to  dismiss  his  counsel  as  an  enormous  over- 
simplification of  a hugely  complex  issue.  But 
that  dismissal  would  deny  the  vital  impor- 
tance of  his  words.  Therapeutic  vigor  need 
not  exclude  the  vigor  of  caring. 

Please  don't  think  my  words  mean  that 
modern  physicians  are  only  warehouses  full 
of  therapeutic  success  but  empty  of  caring. 
Nor  were  the  doctors  of  the  past  all  superb 
examples  of  dedicated  caring.  But  in  Ameri- 
ca's present  medical  climate,  our  patients 
want  and  need  our  emotional  support  and 
our  intellectual  problem-solving.  We  should 
listen  always  to  the  patient's  plea:  Listen  to 
me!  Be  nice  to  me! 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


cefoclor 


Pulvules' 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
laused  by  Streptococcus  pneumoniae.  Haemophilus  influemae.  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosponns 
Warnings:  CEaoR  shouid  BE  admnistered  cautiousiy  to  penicilun- 
SENSITIVE  R4TIENTS  PENICiaWS  AND  CEPHAIOSPORINS  SHOW  FSRTIAl  CROSS- 
AaERGENICITV  POSSIBIE  REACTIONS  WCtUOE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  ^lon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  dunng  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  m the  presence  of 
markedly  impaired  renal  function  Although  dosage  ad)ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patientsi 
Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include. 

a Gastrointestinal  (mostly  diarrheal:  25% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever): ) 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosponns,  transient 
hepatitis  and  cholestatic  laundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and.  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum  creatinine 

• Positive  direa  Coombs'  test. 

• False-positive  tests  for  unnary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest’  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  stop.  Lilly).  jieraeaii 

Additional  information  available  from  FV  2351  amp 

Eli  Lilly  and  Company  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


e 1S88.  ELI  LILLY  AND  COMPANY  CR-50T2-B-849345 


Practice  Management 


Meeting  the  Emerging 
Employee  Shortage 


Editor's  Note:  Last  month's  Practice  Manage- 
ment column  discussed  factors  contributing  to  an 
anticipated  employee  shortage. 

The  impending  employee  shortage  can  be 
dealt  with  in  a number  of  ways. 

Increase  Salaries 

Although  many  practices,  groups  and 
clinics  have  good  pay  levels  and  work  envi- 
ronments, the  labor  shortage  will  probably 
cause  a need  to  increase  salaries  to  compete 
with  non-medical  pay  scales.  There  are  food 
servers  at  Burger  King  outlets  in  Massachu- 
setts who  start  at  $8.00  an  hour  and  receive 
raises  of  $.25  an  hour  every  90  days  they  work 
for  the  chain.  In  addition,  they  receive  $1.00 
per  hour  for  child  care  and  discount  member- 
ships at  local  health  clubs.  This  example  is  ex- 
treme, but  it  underlines  some  pressures  that 
will  be  felt  in  Iowa's  medical  environment  in 
the  near  future. 

Increase  Benefits 

To  recruit  and  retain  employees,  it  will  be 
necessary  to  address  your  present  benefit 
structure.  Increasingly,  many  employees 
change  jobs  not  because  of  a pay  increase,  but 
because  of  a better  benefit  package.  Areas  to 
consider  are  some  type  of  health  insurance  and 
a modified  form  of  paid  vacation  and  sick  leave 
in  combination. 

If  your  practice  already  has  these  benefits 


This  article  was  authored  by  David  Fumeaux  of  Hamilton  Associates, 
a personnel  consulting  division  of  McGladrey,  Hendrickson  and  Pullen, 
Des  Moines. 


for  full-time  employees,  you  may  need  to  in- 
clude other  benefits.  Among  the  alternatives 
to  consider  are  benefit  options  rather  than  rigid 
benefits.  Also,  with  more  employees  wanting 
to  work  part-time,  it  will  be  necessary  to  con- 
sider increasing  benefits  for  part-time  employ- 
ees. 

More  Flexibility  in  the  Workplace 

Among  options  you  may  need  to  consider 
to  recruit  and  retain  a good  staff  will  be  more 
flexible  clerical  schedules  and  job  sharing  by 
part-time  employees.  Another  option  some 
practices  already  use  is  off-site  employment. 
A medical  secretary  picks  up  dictation  tapes 
and  types  them  at  another  site.  With  the 
emerging  technologies  already  in  place  in  many 
hospitals,  it  is  only  one  more  step  to  do  some 
of  your  staffing  with  "telecommuting." 

Telecommuting  allows  an  employee  or  a 
medical  transcription  service  bureau  to  call  in 
by  phone  line  to  activate  a tape  system  and 
then  type  at  the  off-site  office  as  they  listen  to 
the  tapes.  This  typing  can  be  done  on  mobile 
keyboards  or  stationary  keyboards  at  another 
office  or  in  the  home.  When  workers  have  fin- 
ished the  copy,  they  send  a signal  through  the 
telephone  line  and  medical  dictation  is  printed 
out  at  the  group  or  clinic  site  on  the  printer. 

Professional  Management  of  Staff 

There  will  be  more  need  to  have  profes- 
sional management  staff  in  your  office  or  to 
engage  the  services  of  consultants.  These  serv- 
ices will  be  necessary  to  maintain  a productive 
staff  in  the  increasingly  competitive  environ- 
ment. 
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MOST  OF  THE  PEOPLE  IN  THIS 
BUILDING  JIAVE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 

IMPAC  supports  legislative  candidates  whose  voting  reoords  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non -physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  affects  our 
patients  and  our  profession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  / West  Des  Moines,  Iowa  Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  lA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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Gerry  Smeader 

Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  RO.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


John  E.  Dixon,  M.D. 

PRO  Update 


DRG  Validation 


(This  is  the  second  article  in  a 4-part  series  on  Med- 
icare PRO  requirements.  John  E.  Dixon,  M.D.  is 
a family  practitioner  from  Clinton,  Iowa.  Dr.  Dixon 
is  secretary  of  the  IFMC  Board  and  chairperson  of 
the  IFMC's  Internal  Validity  Committee.) 

As  PART  OF  MEDICARE  and  Medicaid  review, 
the  Iowa  Foundation  for  Medical  Care 
(IFMC)  must  validate  the  DRG  assigned  in  a 
percentage  of  hospital  admissions.  This  re- 
view is  conducted  to  ensure  the  hospital  re- 
ceived the  appropriate  reimbursement.  A DRG 
change  does  not  affect  patient  care  and  should 
not  alter  the  medical  record.  (More  informa- 
tion on  changes  in  DRG  validation  will  appear 
in  the  winter  issue  of  IFMC  News.) 

Because  DRGs  are  derived  from  the  phy- 
sician's diagnoses,  this  article  discusses  ques- 
tions considered  by  physician  reviewers  in 
DRG  evaluation.  We  hope  this  will  reduce  the 
number  of  DRG  changes  in  the  future. 

Are  the  principal  and  secondary  diagnoses  ap- 
propriately identified?  According  to  the  Uniform 
Hospital  Discharge  Data  Set  (UHDDS),  the 
principal  diagnosis  should  be  "the  condition 
established  after  study  to  be  chiefly  respon- 
sible for  the  hospital  admission."  Other  (sec- 
ondary) diagnoses  are  "all  conditions  that  co- 
exist at  the  time  of  admission,  that  develop 
subsequently,  or  that  affect  the  treatment  re- 
ceived and/or  length  of  stay."  For  example, 
patients  with  chronic  obstructive  pulmonary 
disease  (COPD)  are  rarely  admitted  because  of 
the  COPD  itself.  Often,  the  admission  is  ne- 
cessitated by  a related  condition  such  as  pneu- 
monia or  bronchitis.  COPD  should  then  be 
listed  as  a secondary  diagnosis. 


Did  the  care  provided  treat  the  condition  listed 
as  the  principal  diagnosis?  This  is  especially  im- 
portant in  bronchial  or  cardiovascular  condi- 
tions. If  oxygen  and/or  anti-anginal  medica- 
tions relieve  a patient's  chest  pain,  angina  may 
be  a more  appropriate  diagnosis  than  chest 
pain.  (EKG  and  cardiac  enzyme  results  should 
be  considered  before  making  a final  determi- 
nation.) 

Do  laboratory  results,  x-ray  studies,  nursing 
notes  and  other  evidence  support  the  principal  and 
secondary  diagnoses?  Make  sure  abnormal  lab- 
oratory results  are  addressed  in  the  record.  I 
recently  reviewed  a case  coded  "pneumonia" 
by  medical  records  personnel  — presumably 
due  to  infiltrates  on  the  chest  x-ray.  However, 
the  attending  physician  wrote  "non-specific 
chest  pain"  in  his  attestation  statement,  with 
no  mention  of  the  x-ray.  Without  further  in- 
formation, I was  unable  to  validate  either  di- 
agnosis. Failure  to  discuss  abnormal  labora- 
tory or  x-ray  results  may  also  constitute  a 
quality  issue. 

Does  the  attestation  statement  reflect  infor- 
mation supplied  earlier  in  the  medical  record?  Make 
sure  you  explain  unusual  treatment  programs 
or  contradictory  diagnoses  prior  to  signing  the 
attestation  statement. 

Clear  and  thorough  documentation  is  the 
key  to  determining  an  appropriate  DRG.  If  the 
documentation  enables  the  physician  reviewer 
to  answer  "yes"  to  these  questions,  the  DRG 
is  probably  correct.  There  are  exceptions,  how- 
ever. Coding  principles  may  dictate  a certain 
DRG  even  though  the  DRG  does  not  match 
the  principal  diagnosis.  When  in  doubt,  listen 
to  your  coding  professionals. 
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Drug  Therapy  Review 


Medicated  Aerosol  Delivery 


There  is  a prevailing  beliee  the  best  method 
of  aerosol  delivery  is  the  gas-driven  hand- 
held nebulizer.  As  a result,  inhaled  medicated 
aerosols  are  frequently  prescribed  for  hospi- 
talized patients  using  the  gas-driven  nebu- 
lizer. This  method  of  delivery  consumes  sig- 
nificant personnel  resources;  and  surprisingly, 
there  is  little  evidence  the  gas-driven  nebulizer 
is  better  than  the  metered  dose  inhaler  (MDI). 

The  MDI,  when  accompanied  by  proper 
instruction,  has  been  well  documented  to  be 
an  equally  effective  method  of  aerosol  deliv- 
ery. The  MDI  also  provides  advantages  be- 
cause it  involves  patients  in  their  own  care  and 
prepares  them  for  discharge  and  post-hospital 
long-term  care. 

There  exists  a need  to  assess  current  lit- 
erature specific  to  both  methods  in  an  effort 
to  identify  the  most  effecive  and  efficient 
method  of  medicated  aerosol  delivery. 

Aerosol  Characteristics 

Medicated  aerosols  produced  by  nebuliz- 
ers and  metered  dose  inhalers  (MDI)  range  in 
size  from  0.5-35  microns.  Only  those  particles 
between  1 and  5 microns  are  efficiently  de- 
posited in  the  lower  respiratory  tract.  Only 
about  10%  to  12%  of  the  output  from  an  MDI 
and  1%  to  5%  of  that  from  most  jet  or  ultra- 
sonic nebulizers  is  actually  deposited  below 
the  larynx  in  the  pulmonary  airways.  In  spite 
of  the  inefficiency  of  the  aerosol  systems,  mi- 
nute but  highly  effective  doses  of  drug  are  de- 
posited onto  the  respiratory  tract  mucosa.* 
The  position  of  aerosols  is  governed  by 
physical  principles  that  apply  to  particles  of 


This  article  was  written  by  James  E.  McGowan,  M.S.,  R.R.T.,  Di- 
rector and  TwilaJ.  Whipple,  B.A.,  R.R.T.,  Home  Care/Quality  Assurance 
Coordinator,  Department  of  Respiratory  Therapy,  U.  of  1.  Hospitals  and 
Clinics.  It  was  edited  by  John  Kasik,  M.D. 


varying  sizes.  Larger  particles  settle  as  the  re- 
sult of  inertial  impaction  in  the  curved  pas- 
sages of  the  upper  airway  or  are  filtered  out 
by  the  nose,  or  at  the  divisions  of  the  large 
airways. The  remaining  particles  mainly  settle 
under  gravitational  force  by  sedimentation,  and 
this  occurs  in  the  more  distal  airways  where 
most  pulmonary  pathology  is  located.  The  very 
small  particles  behave  more  like  a gas,  and 
they  become  effective  only  if  they  are  given  a 
chance  to  be  absorbed  by  the  alveolar  mucosa. 
This  process,  which  relies  on  Brownian  mo- 
tion, is  time-dependent  and  occurs  only  to  an 
appreciable  extent  during  breath-holding. 

Efficacy  of  Aerosol 
Delivery  Systems 

Current  systems  for  delivery  of  medicated 
aerosols  include  MDIs,  gas-driven  nebulizers 
and  MDIs  with  spacers.  It  has  been  demon- 
strated there  is  no  advantage  to  aerosol  deliv- 
ery with  intermittent  positive  pressure  breath- 
ing (IPPB).^ 

MDIs  offer  many  advantages.  They  are 
portable  and  readily  available,  inexpensive,  of- 
fer efficient  nebulization  of  the  medication  and 
protect  contents  from  physical,  chemical  and 
biological  contamination.* 

Of  primary  importance  in  prescribing  an 
MDI  is  assuring  the  patient  receives  adequate 
instruction.  Studies  have  shown  14% -89%  of 
patients  use  improper  technique.  There  is  a 
negative  correlation  between  the  number  of 
steps  missed  in  the  proper  use  of  an  MDI  and 
the  percent  increase  in  FEVj.^ 

The  following  steps  assure  maximal  deliv- 
ery of  the  aerosol:  shake  the  inhaler,  hold  the 
inhaler  upright,  exhale  normally,  place  the  in- 
haler between  the  lips,  actuate  the  canister  at 
the  beginning  of  inspiration,  inhale  slowly  and 
deeply,  hold  breath  as  long  as  possible  — up 
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TABLE  1 

CANISTER  INHALERS 


Oral  Inhalation  Products 

Dose  per 

Actuations  per 

Product  Class 

Generic  Name 

Brand  Name 

Actuation 

Canister 

Beta-2-agonists 

Albuterol 

Proventil,  Ventolin 

90  meg 

200 

Epinephrine  Bitartrate 

Medihaler-Epi 

160  meg  (base) 

300 

Isoproterenol  Sulfate 

Medihaler-lso 

80  meg 

300 

Metaproterenol  Sulfate 

Alupent 

650  meg 

300 

Terbutaline  Sulfate 

Brethaire 

200  meg 

300 

Steroid-containing  Products 

Beclomethasone 

Beclovent,  Vanceril 

42  meg 

200 

Triamcinolone  Acetonide 

Azmacort 

100  meg 

240 

Anticholinergic  Agents 

Iprathropium  Bromide 

Atrovent 

18  meg 

200 

Mast  Cell  Stabilizing  Agents 

Cromolyn  Sodium 

Intal 

800  meg 

200 

The  increased  availability  of  bronchodilators  and  steroids  in  MDI  form  and  based  upon  an  equivalent  benefit  when  compared  to  the 
gas-driven  nebulizer  method,  the  MDI  appears  to  then  be  the  method  of  choice. 


to  10  seconds,  breathe  out  slowly  and  wait  at 
least  one  minute  between  puffs. 

MDIs  with  add-on  spacers  improve  deliv- 
ery of  a drug  to  the  lungs  by  correcting  prob- 
lems of  hand-breath  discoordination.  Spacers 
may  prove  beneficial  in  reducing  the  pharyn- 
geal candidiasis  that  occurs  with  inhaled  cor- 
ticosteroids."* In  adults  who  properly  use  the 
MDI,  the  spacer  devices  do  not  seem  to  offer 
any  further  advantages  over  the  MDI  alone. ^ 

While  IPPB  aerosol  therapy  has  largely 
been  abandoned,  medicated  aerosols  are  still 
commonly  delivered  by  gas-driven  or  ultra- 
sonic nebulizers.  Although  there  is  much  sup- 
port to  prescribe  MDIs  when  possible,  there 
may  be  patients  who  require  use  of  a gas-driven 
nebulizer  or  MDI  with  spacer  because  of  their 
marked  dyspnea,  anxiety,  poor  hand/breath 
coordination  or  inability  to  inhale  aerosol  from 
an  MDI.  Infants  and  children,  the  handi- 
capped and  elderly  may  also  experience  prob- 
lems using  the  MDI.  These  patients  may  ben- 
efit from  aerosol  delivered  by  the  gas-driven 
nebulizer  or  an  MDI  with  add-on  spacer. 

Cost  Effectiveness 

Cost  benefit  comparisons  between  the 
MDI  and  gas-driven  nebulizer  system  have 
only  recently  been  reported  in  the  literature. 
Costs  associated  with  aerosol  therapy  were  an 
accepted  part  of  such  therapy.  This  was  in  part 


promoted  by  a reimbursement  system  which 
supported  such  practices. 

However,  with  the  advent  of  prospective 
payment,  it  becomes  necessary  to  review  cost 
against  benefit  and  quality  of  current  practices. 
The  primary  goal  of  this  paper  is  to  promote 
the  use  of  procedures  in  aerosol  therapy  in 
terms  of  the  best  possible  methods  of  delivery 
without  compromising  quality. 

It  is  well  documented  in  current  literature 
that  there  exists  no  significant  difference  in  the 
efficacy  of  bronchodilator  therapy  between  the 
gas-driven  nebulizer  and  MDI  when  the  MDI 
is  accompanied  by  proper  instruction.  Jasper 
and  colleagues  reported  a potential  savings  of 
$253,487  per  year  in  their  institution  alone 
when  switching  from  the  gas-driven  nebulizer 
to  the  metered  dose  inhaler.^  Associated  costs 
are  divided  into  2 major  categories:  equipment 
(including  medication)  and  personnel  time. 

The  gas-driven  nebulizer  consumes  ap- 
proximately $1.25  in  equipment  and  $9.90  in 
personnel  time  when  utilizing  a standard  43- 
minute  delivery  period  as  recognized  by  the 
American  Association  for  Respiratory  Care 
Uniform  Reporting  Standards.^  These  costs  in- 
curred with  the  gas-drive  nebulizer  method 
represents  cost  per  treatment.  The  MDI  con- 
sumes approximately  $15.80  in  equipment 

(Continued  next  page) 
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costs  (inhaler  and  spacer)  and  $13.80  in  per- 
sonnel time. 

Utilizing  the  Uniform  Reporting  Standard 
for  MDI  teaching,  43  minutes  of  time  is  in- 
vested in  initial  teaching  and  one  followup. 
These  costs,  associated  with  the  MDI  method, 
represent  cost  per  patient.  This  method  also 
has  the  advantage  of  teaching  the  patient  how 
to  use  an  MDI  after  discharge. 

Thus,  the  MDI  method  has  a potential  for 
substantial  savings  to  both  the  patient  and  the 
hospital.  The  patient  consumes  less  resources 
while  hospitalized  and  assumes  more  respon- 
sibility for  his  long-term  care  through  dis- 
charge tutelage  associated  with  the  MDI 
method. ® Gervais  and  Be'gin  suggest  ap- 
proximately 90%  of  currently  provided  aerosol 
therapy  utilizing  the  gas-driven  method  could 
be  switched  to  the  MDI  method  without  a 
change  in  quality  of  therapy  delivered  if  ac- 
companied by  proper  instruction.^  Based  on 
delivery  of  44,800  gas-driven  therapies  deliv- 
ered at  University  of  Iowa  Hospitals  and  Clin- 
ics during  1987-88,  substantial  savings  for  both 
patient  and  hospital  could  result  given  cost 
figures  provided. 

Medication  Availability 

A decade  ago  bronchodilator  availability 
packaged  in  the  MDI  form  was  very  limited. 
Beclomethasome  was  a commonly  available 
steroid  while  most  bronchodilators  of  longer 
duration  were  only  available  in  stock  quality. 
This  is  no  longer  the  case  and,  as  shown  in 
Table  1 (see  previous  page),  the  latitude  in 
type  of  bronchodilators  available  to  the  pre- 
scribing physician  nearly  equals  the  list  of  cur- 
rently available  FDA  approved  bronchodila- 
tors. 

Summary 

Recent  literature  abounds  with  data  which 
supports  the  need  to  give  greater  considera- 
tion to  the  metered  dose  inhaler  as  a thera- 
peutically effective  and  more  cost  effective 
method  of  in-hospital  aerosolized  bronchodi- 
lator delivery. Patients  are  increasingly 
asked  to  assume  a larger  role  in  their  own  care 
following  discharge,  making  opportunities 
such  as  in-hospital  self-administered  aerosol 
therapy  too  important  of  a tool  to  pass  up. 

Hospitals  are  under  increasing  pressure 
to  provide  a greater  range  of  health  care  serv- 


ices with  existing  resources.  Existing  proce- 
dures such  as  medicated  aerosol  therapy  which 
can  be  provided  as  effectively  but  more  effi- 
ciently in  an  alternative  fashion  while  increas- 
ing patient  involvement  in  their  own  care  can 
simply  no  longer  be  overlooked. 
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o service  ottered  by  Mercy  Network  of  Health  Services 

Medical  Director 
Chemical  Dependency  Unit 

Seeking  medical  director  for  19-bed  inpatient  chemical 
dependency  unit  in  premier  535-bed  Mercy  Hospital 
Medical  Center  located  in  Des  Moines,  Iowa.  Well-es- 
tablished, high-volume  outpatient  program.  Multi-dis- 
ciplinary team  approach.  Unique  program  offers  vari- 
able length  of  stay,  strong  family  component,  AA, 
psychotherapy,  aftercare  groups,  etc. 

This  city  of  350,000  people  offers  excellent  school  sys- 
tems, numerous  recreational  opportunities  and  a fam- 
ily-centered quality  lifestyle. 

Qualified  applicants  should  be  BC  in  primary  specialty, 
i.e.,  family  practice,  internal  medicine,  psychiatry;  AM- 
SAODD  certified  or  eligible  and  have  previous  expe- 
rience in  a chemical  dependency  unit. 

Please  call  1/800/666-3729,  ext.  8204  for  further  in- 
formation about  this  exciting  professional  opportunity 
or  send  curriculum  vitae  to: 

Mercy  Medical  Search 
Mercy  Hospital  Medical  Center 
6th  & University 

Des  Moines,  lA  50314  
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Worth  a Look!  New  From 
IOWA  MEDICAL  SOCIETY 


Reduce  Your 
Taxes 

and  Strengthen 
Your  Security  with 

The 

Prime  Financial 
Benefit  Trust 


Greater  Security 
Reduced  Taxes 
Effective  Financial 
Planning 

□ Tax  deductible  contributions 

□ Flexible  funding  to  suit  your  cash  flow 
needs 

□ Assets  secured  from  creditors  in  most 
cases.  Product  backed  by  A+  Superior 
rated  insurance  company 

□ Taxes  deferred  on  assets  held  by  the 
insurance  company 


□ Compatible  with  existing  retirement 
plans,  IRAs  and  Keogh  Plans 

□ Low  set-up  and  maintenance  costs 

□ You  may  terminate  the  plan  at  any  time 

□ No  tax  penalty  for  early  withdrawal 


For  information,  call 
David  Black 
Benefit  Consultant 
The  Prouty  Company 
800/798-1012  or  515/226-9000 


IMS  SERVICES 

800/642-6054  or  515/223-2816 


Now  available  in  Iowa: 


Hyperbaric  Oxygen  Chamber 

Shortens  recovery  time  and  provides  a cost  savings  for  patients. 


Mercy  Hospital  Medical 
Center  now  offers  a hyperbaric 
oxygen  chamber  that  enables  you 
to  treat  patients  with  slow- 
healing  wounds  in  a fraction  of 
the  time  normally  required.  The 
1,000-pound  chamber  operates  on 
the  principle  that  increased  oxy- 
gen levels  enhance  and  quicken 
the  recovery  of  selected  patients. 

The  4x8  foot  cylinder  can 
be  used  to  treat  patients  who  suf- 
fer from  carbon  monoxide 
poisoning,  smoke  inhalation, 
cyanide  poisoning,  gas  gangrene, 
decompression  sickness,  respira- 
tory airway  blockages  and  will 
enhance  the  recovery  of  slow- 
healing  wounds  by  increasing  the 
amount  of  oxygen  in  the  blood. 


In  addition,  treatment 
ensures  a substantial  cost  savings 


to 


patients  since  their  recovery  time  is  shorter. 


Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only. 
While  undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring 
physician.  Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at 
the  discretion  of  the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist 
for  critically  ill  patients.  If  patients  require  emergency  transport,  Mercy's  air  ambulance 
service  — Air  Life  — is  available. 

Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729, 
extension  3290.  We're  here  to  help. 


i 
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HOSPITAL 
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CENTER 


Sixth  & University  • Des  Moines,  low'a  50314 


Iowa  Department  of  Public  Health 


The  Shortage  of  Nursing 
Personnel 


IOWA  IS  NOT  IMMUNE  FROM  the  nationwide 
nursing  shortage.  The  ultimate  potential 
impact  of  the  nursing  shortage  will  be  inade- 
quate health  care  for  lowans. 

Recognizing  how  the  nursing  shortage  can 
adversely  impact  lowans,  the  Iowa  Legislature 
charged  the  Iowa  Department  of  PubUc  Health, 
in  conjunction  with  the  Board  of  Nursing,  with 
examining  the  nursing  personnel  needs  of  ru- 
ral and  urban  areas  and  recommending  meas- 
ures to  ensure  an  adequate  nursing  supply, 
especially  to  underserved  areas.  The  Task  Force 
on  the  Shortage  of  Nursing  Personnel  was  es- 
tablished to  examine  needs  and  to  make  rec- 
ommendations. These  recommendations  were 
reported  to  the  Iowa  Legislature  in  January, 
1989. 

The  Task  Force  examined  nursing  person- 
nel needs  as  reported  in  literature.  The  State- 
wide Plan  for  Nursing,  1988  (published  by  the 
Iowa  Board  of  Nursing)  identified  several  rea- 
sons for  the  nursing  shortage:  the  decline  in 
nursing  as  a career  choice,  the  increasing  num- 
ber of  women  choosing  careers  that  have  been 
male  dominated,  and  men  not  choosing  tra- 
ditionally female  dominated  occupations.  The 
plan  also  addressed  the  drop  in  college  en- 
rollment due  to  the  decline  in  the  number  of 
high  school  graduates. 

Factors  Influencing  the 
Nursing  Shortage 

A plethora  of  information  exists  in  the  lit- 
erature regarding  other  factors  influencing  the 
nursing  shortage.  Based  on  a review  of  these 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


studies  and  reports,  the  Task  Force  made  rec- 
ommendations on  the  following  issues: 

• Financial  rewards:  Nursing  salaries  (en- 
try level  and  long  term  earning  potential)  and 
benefits  must  be  competitive  with  other  career 
opportunities  available  to  men  and  women. 

• Staffing:  Staffing  patterns  should  re- 
flect the  need  to  deliver  effective  and  quality 
patient  care  in  a changing  health  care  envi- 
ronment. 

• Work  environment:  Improvements  in 
the  work  environment  will  help  assure  an  ad- 
equate supply  of  nurses  in  the  future. 

• Administration:  Nurse  executives  and 
administrators  should  collaborate  in  the  plan- 
ning for  delivery  of  patient  care. 

• Nurse/physician  relationships:  Nurses 
and  physicians  should  collaborate  in  the  de- 
livery of  patient  care. 

• Image:  Promote  a positive  image  of 
nursing  and  nursing  services. 

• Education:  Improve  access  to  nursing 
education  by  expanding  locations,  offering 
variable  course  scheduling  and  attracting  a di- 
verse student  population. 

• Financial  assistance:  Provide  adequate 
and  equitable  funding  for  nursing  education. 

The  strategies  developed  and  the  lead 
agencies  identified  by  the  Task  Force  flow  from 
these  8 issues.  The  Task  Force  concludes  that 
to  improve  the  supply  of  nurses  in  Iowa,  the 
strategies  developed  should  be  implemented 
by  nurse  educators,  nurse  executives,  physi- 
cians, practicing  nurses,  administrators  and 
government  agencies. 

For  more  information  or  for  a copy  of  the 
report,  contact  the  Iowa  Board  of  Nursing  at 
515/281-3256. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of  ...and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines ' Sioux  City 


Medical  News/Products  and  Programs 


PDR  NOW  AVAILABLE  ON  DISC  — Physi- 
cians' Desk  Reference®  was  released  on  CD-ROM 
(Compact  Disc  — Read-Only  Memory)  on  July 
1.  The  single,  4-V4  inch  optical  disc  contains 
all  the  prescribing  information  in  PDR®  and 
its  3 companion  volumes,  PDR  for  Nonpre- 
scription Drugs®,  PDR  for  Ophthalmology®  and 
PDR's  new  900-page  Drug  Interactions  and  Side 
Effect  Index'^.  The  disc  can  be  read  on  any  IBM- 
compatible  personal  computer  operating  un- 
der MS-DOS  3.1  or  later  and  equipped  with 
640  kilobytes  of  random  access  memory  (RAM) 
and  a CD-ROM  disc  drive.  It  is  compatible 
with  Philips,  Sony  and  Hitachi-made  drives. 

This  disc  contains  the  official,  FDA-ap- 
proved  prescribing  guidelines  for  more  than 
2,000  prescription  drugs,  as  well  as  full  infor- 
mation on  more  than  700  over-the  counter 
medications.  Counting  indexing  information, 
nearly  50  million  characters  (50  megabytes)  are 
encoded  on  the  compact  disc.  Retrieval  soft- 
ware is  suppled  on  a separate  diskette. 

Physicians'  Desk  Reference  on  CD-ROM  has 
been  priced  with  widespread  distribution  in 
mind.  The  1988  disc  is  available  for  $395.  Be- 
ginning in  1989,  a subscription  to  3 updated 
discs  per  year  will  cost  $595.  Updates  will  be 
issued  in  January,  May  and  September.  There 
will  be  no  update  in  1988.  Physicians'  Desk  Ref- 
erence on  CD-ROM  is  available  directly  from  the 
publisher.  Medical  Economics  Company,  680 
Kinderkamack  Road,  Oradell,  New  Jersey 
07649,  1/800/526-4870  or  through  leading  med- 
ical book  distributors.  Prepayment  is  required. 
Refunds  are  available  during  a 30-day  preview 
period. 


CANCER  REPORT  — The  popular  notion  that 
the  United  States  is  suffering  from  a pollution-in- 
duced cancer  epidemic  is  false,  according  to  the  re- 
port Cancer  in  the  United  States:  Is  There  an 
Epidemic?,  published  by  the  American  Council  on 
Science  and  Health  (ACSH),  an  independent  sci- 
entific organization.  The  best  evidence  indicates  that 
only  a very  small  proportion  of  cancers  — perhaps 


2%  of  the  total  — are  attributable  to  industrial 
pollution.  Cultural  and  persojml  habits,  such  as 
tobacco  use,  sexual  practices  and  sunbathing,  con- 
tribute more  to  cancer  causation  than  environmental 
pollution  or  toxic  chemicals.  To  obtain  a copy  of 
Cancer  in  the  United  States:  Is  There  an  Epi- 
demic? send  a self-addressed,  stamped  ($.66  post- 
age), business-size  (#10)  envelope  to  U.S.  Cancer 
Report,  ACSH,  47  Maple  Street,  Summit,  New 
Jersey  07091 . 

FDA  APPROVES  SIEMENS  LITHOSTAR 
FOR  KIDNEY  STONE  TREATMENT  — The 
U.S.  Food  and  Drug  Administration  has  ap- 
proved use  of  Lithostar,  a new  device  that  uses 
sound  shock  waves  (much  like  a home  stereo 
speaker)  to  disintegrate  painful  kidney  stones 
in  a therapeutic  procedure  known  as  litho- 
tripsy. It  is  manufactured  by  Siemens  Medical 
Systems,  Inc.,  Iselin,  New  Jersey.  The  pre- 
vious generation  machine,  called  a "water  bath 
lithotripter,"  had  several  shortcomings  includ- 
ing the  need  for  general  anesthesia,  immersion 
in  a water  bath  and  an  overnight  stay  in  the 
hospital.  The  new  Siemens  Lithostar  system 
requires  little  to  no  anesthesia  and  procedures 
are  typically  performed  on  an  outpatient  basis. 

LACTAID®  STARTER  KITS  FOR  LACTOSE 
INTOLERANCE  AVAILABLE  TO  PHYSI- 
CIANS — Lactaid  Inc.,  the  worldwide  leader  in 
the  field  of  marketing  lactase  enzymes  and  lactose- 
reduced  foods,  announced  that  their  Patient  Starter 
Kits  are  now  available  to  all  physicians.  These  Pa- 
tient Starter  Kits,  which  have  proven  very  popular 
with  the  gastroenterologists,  include  a booklet  on 
lactose  intolerance  and  samples  of  Lactaid®  Tablets 
and  Lactase  Drops.  With  this  kit  any  lactose  intol- 
erant patient  can  begin  to  enjoy  any  milk  or  dairy 
food  without  gastric  distress.  To  order  free  Patient 
Starter  Kits  for  their  office  or  clinic,  physicians  may 
call  toll-free,  118001257-8650.  Patients  may  also  use 
the  same  toll-free  number  to  reach  the  Lactaid  Hot- 
line for  tips  on  how  to  treat  milk  and  enjoy  all  dairy 
foods  without  gastric  symptoms. 
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For  35  years  we've 
been  “on  call”  to 
Iowa  physicians. 

As  the  Iowa 
Medical  Society  insurance 
administrator,  we  collabo- 
rate with  IMS  Services  to 
supply  you  and  your 
colleagues  with  top-of-the- 
industry  protection.  We’ll 
counsel  with  you  across 
the  insurance  spectrum  — 
life,  accident  and  health, 
disability,  etc. 


Please 
write  or  call. 
We're  dedicated  to 
serving  member  phy- 
sicians of  the  Iowa  Medical 
Society  in  a professional, 
competent  manner. 

Our  telephone  numbers  are 
800/532-1 1 05  (In-State  WATS) 
and  515/246-1712. 

Our  address  is  Suite  510,  309 
Court  Avenue,  Des  Moines, 
Iowa  50309. 


THE  PROUTY  COMPANY 


About  Iowa  Physicians 


Dr.  Callistus  Stark,  Cedar  Rapids,  has  retired 
after  59  years  of  family  practice.  Dr.  Randy 
Bremner  has  joined  Dr.  Robert  Bremner  at 
Medical  Associates  in  Waterloo.  Dr.  Bremner 
received  the  M.D.  degree  from  the  U.  of  I. 
College  of  Medicine  and  completed  his  resi- 
dency at  Grand  Rapids,  Michigan.  Dr.  Maria 
Mitchell  has  joined  the  Des  Moines  Medical 
Group.  Dr.  Mitchell  received  the  M.D.  degree 
from  Kosice  Medical  School,  Kosice,  Czecho- 
slovakia and  completed  a residency  at  St.  Jo- 
seph Mercy  Hospital,  Mason  City.  Dr.  Alan 
Patterson  has  joined  the  staff  of  the  Clarke 
Medical  Clinic  in  Osceola.  Dr.  Patterson  pre- 
viously practiced  family  medicine  in  Knoxville 
and  Des  Moines.  Dr.  Daniel  Larose  has  joined 
Dr.  Ronald  K.  Miller  at  Miller  Orthopaedic 


Affiliates.  Dr.  Larose  received  the  M.D.  degree 
at  Montreal  University,  Montreal,  Canada.  Dr. 
Todd  T.  Langager  has  been  elected  to  fellow- 
ship in  the  American  College  of  Cardiology. 
Dr.  Langager  is  associated  with  Medical  As- 
sociates of  Cedar  Rapids. 


Deaths 


Dr.  David  C.  Carver,  76,  longtime  Rockwell 
City  family  practitioner,  died  October  25  at 
Trinity  Regional  Hospital,  Fort  Dodge.  Dr. 
Carver  received  the  M.D.  degree  from  the 

(Continued  next  page) 


HAWKEYE 
MEDICAL 
SUPPLY,  INC. 

OUR  COMMITMENT  CONTINUES  LONG  AFTER  A 
PURCHASE.  WORKING  CLOSELY  WITH  OUR 
CUSTOMERS  WE  DEVELOP  A BETTER  UNDER- 
STANDING OF  THEIR  NEEDS.  OUR  GOAL  IS 
SIMPLE.  TO  ESTABLISH  A REAL  PARTNERSHIP 
WITH  OUR  CUSTOMERS. 


HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 


IOWA  WATS 
1-800-272-6448 


‘After  the  sale  . . . it's  the  SERVICE  that  counts." 


Your 

rQbco-» 

dealer 


V 
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U.  of  I.  College  of  Medicine  and  served  his 
internship  at  Methodist  Hospital  in  Madison, 
Wisconsin.  He  practiced  medicine  in  Rockwell 
City  for  42  years,  retiring  in  1981.  Dr.  Carver 
was  a member  of  the  North  American  Acad- 
emy of  Manipulative  Medicine  and  a life  mem- 
ber of  the  Iowa  Medical  Society. 

Dr.  Robert  M.  Wray,  79,  Cedar  Rapids,  died 
November  5 at  St.  Luke's  Hospital,  Cedar  Rap- 
ids. Dr.  Wray  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  where  he  also 
served  an  internship  and  residency.  He  began 
private  practice  in  1939,  served  as  chief  of 
orthopedics  at  the  147th  General  Hospital  in 
Honolulu,  Hawaii,  then  resumed  his  Cedar 
Rapids  practice  in  1946,  retiring  in  1976.  Dr. 
Wray  was  a member  of  the  American  Acad- 
emy of  Orthopedic  Surgery  and  a life  member 
of  the  Iowa  Medical  Society. 

Dr.  Placidus  J.  Leinfelder,  83,  Iowa  City,  died 
November  9.  Dr.  Leinfelder  received  the  M.D. 
degree  from  the  University  of  Wisconsin  Med- 
ical School,  Madison,  Wisconsin  and  com- 
pleted his  residency  at  the  U.  of  I.  College  of 
Medicine.  He  was  a professor  in  the  Depart- 
ment of  Ophthalmology,  College  of  Medicine 
and  assistant  chief  of  the  Eye  Clinic  at  Uni- 
versity Hospitals  for  34  years.  Dr.  Leinfelder 
was  a life  member  of  the  American  Ophthal- 
mology Society  and  the  Iowa  Medical  Society. 

Dr.  Robert  F.  Deranleau,  68,  Perry,  died  No- 
vember 24  at  his  home.  Dr.  Deranleau  received 
the  M.D.  degree  from  the  University  of  Min- 
nesota Medical  School  in  Minneapolis,  Min- 
nesota. He  practiced  medicine  in  Perry  for  34 
years,  retiring  in  1986.  Dr.  Deranleau  was  a 
member  of  the  Iowa  Division  of  the  American 
Cancer  Society's  board  of  directors. 

Dr.  George  J.  McMillan,  75,  Fort  Dodge,  died 
October  22  at  his  home.  Dr.  McMillan  received 
the  M.D.  degree  from  the  State  University  of 
New  York  Downstate  College  of  Medicine, 
Brooklyn,  New  York  and  served  a residency 
at  Buffalo  General  Hospital,  Buffalo,  New  York. 
He  was  in  general  practice  in  Fort  Madison  for 
24  years  and  chief  of  staff  at  the  Veterans 
Administration  Regional  Hospital  in  Buffalo, 
New  York  for  7 years  until  retirement  in  1981. 


MILLARD  K.  MILLS 
AND  COMPANY 

Offering 

COMPLETE  PRACTICE  SURVEYS 
or 

CONSULTATION  ON 
SPECIFIC  CONCERNS 
for 

GROUPS  OR  INDIVIDUAL  DOCTORS 

Millard  K.  Mills,  President 
Certified  Professional  Business 
Consultant 
40  years  experience 
Member:  Society  of  Professional 
Business  Consultants 
★ ★★★★★ 

226  Alta  Vista  Avenue 
Waterloo,  lA  50703 
(319)  232-1197 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN;  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


88  / Iowa  Medicine 


Thanks  to  Our  Advertisers 


Bankers  Leasing  Company 88 

H.  Dana  Bentzinger,  Mutual  Trust  Life  Insurance  . 58 

Blue  Cross/Blue  Shield  84 

Campbell  Laboratories  89 

Coordinated  Financial  Services  81 

Entre  Computer  54 

Family  Practice  Recertification  63 

Hawkeye  Medical  Supply,  Inc 87 

IMPAC  75 

IPMIT 50 

Iowa  State  University  91 

Key  Pharmaceuticals  61,  62 


Lilly,  Eli  & Company  73 

Medical  Protective  Company  76 

Merck,  Sharp  & Dohme  95,  96 

Mercy  Hospital  Medical  Center  64,  82 

Mercy  Medical  Search  80 

Millard  K.  Mills  and  Company  88 

Professional  Management  Midwest  66 

Prouty  Company  86,  86A,  B 

Roth  Young  Personnel,  Inc 70 

Senior  Patient 70 

Softactics 69 

StrategiCare,  Inc 52 

U.S.  Air  Force  59 


Dx:  recurrent 

EASI  HlW  - 


HeRpecin-L^ 


herpes  lobialis 

“HERPECIN-L  Is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L®.  . . a conservative  approach 
vi^ith  iow  riskAiigh  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
lNC„  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Iowa,  HERPECIN-L  is  available  at  all  Hartig,  Medicap, 
Osco,  Peoples,  and  Walgreens  and  other  select  pharmacies. 


Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OE  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

INTERNIST  BC/BE  — Illinois  Quad  Cities.  Competitive  guaranteed 
salary  with  immediate  incentive  potential.  Medical  Arts  Associates, 
Ltd.,  an  expanding  group  practice  with  6 general  internists,  2 family 
practitioners  and  8 subspecialists.  Call  or  send  your  CV  to  Stewart  C. 
Gameau,  M.D.,  4600  3rd  Street,  Moline,  Illinois  61265,  309/757-9263. 


FAMILY  PRACTICE  — BC'BE  to  join  an  existing  6-member  well-es- 
tablished multispecialty  clinic.  Office  adjacent  to  excellent  hosptial  fa- 
cilities. Limited  call,  good  income  and  a perfect  place  to  raise  and  enjoy 
your  family;  less  than  45  minutes  from  Des  Moines.  Call  or  mail  CV 
to  Administrator,  Mater  Clinic,  1202  West  Howard,  Knoxville,  Iowa 
50138,  phone  515/828-7211. 


PHYSICIANS  — Provider  Placement  Services  specializes  in  the  relo- 
cation of  physicians  throughout  the  U.S.,  with  special  emphasis  in  the 
southeast.  Currently,  we  have  several  hospitals/clinics/groups  with 
openings.  All  fees  paid  by  employer.  All  inquiries  kept  in  strict  con- 
fidence. No  obligation.  Send  CV/resume  to  PPS,  Attn:  Mr.  Scott,  2221 
University,  Blvd.,  West,  Jacksonville,  Florida  32217  or  call  toll  free  1/ 
800-848-8772. 


FAMILY  PHYSICIAN  BC/BE  NEEDED  — We  are  looking  for  a BC/BE 
family  practitioner  who  is  interested  in  settling  in  scenic  northeast  Iowa 
to  join  2 residency-trained,  Board-Certified  family  physicians  in  a busy 
practice.  We  cannot  offer  you  a pie  in  the  sky,  but  can  offer  you  a good 
living,  a good  place  to  live  and  raise  your  children  and  a patient  pop- 
ulation that  appreciates  your  efforts  on  their  behalf.  The  area  is  scenic 
and  the  opportunities  for  outdoor  recreation  abound.  The  communities 
that  we  serve  are  progressive  and  have  a number  of  talented,  youthful 
professionals  and  business  people  in  them.  If  you  want  a satisfying 
practice,  we  believe  we  have  the  opportunity  for  you.  For  further  details, 
contact  David  C.  Cranston,  M.D.,  Elkader  Medical  Associates,  North 
River  Road,  Elkader,  Iowa  52043. 


PEDIATRICS  — BC/BE  to  join  an  existing  6-member  well-established 
multispecialty  clinic.  Office  adjacent  to  excellent  hospital  facilities. 
Limited  call,  good  income  and  a perfect  place  to  raise  and  enjoy  your 
family;  less  than  45  minutes  from  Des  Moines.  Call  or  mail  CV  to 
Administrator,  Mater  Clinic,  1202  West  Howard,  Knoxville,  Iowa  50138, 
phone  515/828-7211. 


ASPEN  MEDICAL  GROUP  — Independent,  multispecialty  group  with 
8 clinic  locations  in  the  Minneapolis/St.  Paul  metropolitan  area,  seeks 
associates  in  family  practice,  internal  medicine,  obstetrics/gynecology 
and  orthopedic  surgery.  Competitive  earnings,  excellent  benefits,  rea- 
sonable call  and  clinic  responsibilities.  Reply  to  Maureen  Reed,  M.D., 
Chief  of  Staff,  Aspen  Medical  Group,  1295  Bandana  Boulevard,  North, 
Suite  310,  St.  Paul,  Minnesota  55108,  or  call  612/642-2707. 


ONCOLOGIST  — Rural  referral  hospital  of  175  beds  in  mid-Iowa  town 
of  30,000  would  like  to  add  an  oncologist  to  its  medical  staff.  Special 
arrangements  including  salary  guarantee,  office  space,  miscellaneous 
expenses  are  possible.  Contact  E.  P.  Cassidy,  M.D.,  Pathologist,  Phy- 
sician Recruitment  Committee,  Marshalltown  Medical  & Surgical  Cen- 
ter, Marshalltown,  Iowa  50158;  515/754-5080. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  invasive  cardiology,  oncology, 
urology,  ophthalmology  and  general  internal  medicine.  The  Mankato 
Clinic  is  a 38-doctor  multi-specialty  group  practice  in  south  central  Min- 
nesota with  a trade  area  population  of  150,000.  Guaranteed  salary  first 
year,  incentive  thereafter  with  full  range  of  benefits  and  liberal  time 
off.  For  more  information,  call  Roger  Greenwald,  Administrator  or  Dr. 
B.C.  McGregor  at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Min- 
nesota 56001. 


NEUROLOGIST  — BE/BC,  2 adult  neurologists,  one  pediatric  neiuol- 
ogist  for  large  neurological  group  in  Southeast.  Salary  and  benefits 
including  malpractice  and  relocation.  Clinical  experience  in  EEG,  EMG, 
evoked  response,  doppler  ultrasound.  Send  resume  to  SEI  Health  Serv- 
ices, 7725  Little  Avenue,  Charlotte,  North  Carolina  28226  or  call  James 
Hacker  at  704/542-7100. 


FAMILY  PRACTICE  — BE/BC,  southeastern  United  States.  Urgent  care 
practice.  Comprehensive  benefits,  competitive  compensation  and  bo- 
nus. Malpractice  coverage,  advancement  potential  and  flexible  sched- 
uling. Resume  to  James  Hacker,  SEI  Health  Services,  7725  Little  Ave- 
nue, Charlotte,  North  Carolina  28226  or  call  704/542-7100. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


TIRED  OF  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


FAMILY  PRACTICE  — Immediate  opening  for  BE/BC  family  practi- 
tioner to  join  6-physician  FP  department  in  a long-established  progres- 
sive multispecialty  group  practice  in  southwestern  Iowa.  Support  of  10 
associated  or  affiliated  surgical  and  medical  specialties,  yet  free  to  prac- 
tice full  range  of  family  medicine.  Enjoy  an  outstanding  medium-sized 
community  quality  of  life  within  minutes  of  Omaha.  Guaranteed  first 
year  salary,  plus  incentive  with  full  range  of  benefits.  Please  send 
curriculum  vitae  to  Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs,  Iowa  51503  or  call  collect 
at  712/328-1801. 


OTOLARYNGOLOGIST  — Needed  at  Woodward  State  Hospital-School 
for  8 to  10  hours  per  month.  We  are  an  intermediate  care  facility  for 
the  mentally  retarded,  located  30  miles  from  Des  Moines.  Contact  Dr. 
S.  Lerd  at  WSHS,  Woodward,  Iowa  50276.  Phone  515/438-2600.  An  Equal 
Opportunity/Affirmative  Action  Employer. 
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COLORADO  FAMILY  PRACTICE  — Busy  practice  in  growing  com- 
munity seeks  3rd  BE/BC  partner.  Good  salary,  malpractice  and  benefits. 
Close  to  Denver  and  Colorado  Springs.  Contact  Richard  F.  Pebler,  Box 
A,  Limon,  Colorado  80828,  719/775-2367. 


PEDIATRICIAN  — Excellent  opportunity  for  qualified  pediatrician. 
Subspecialty  interest  in  neonatology  and  allergy  preferred.  Outstanding 
community,  expanding  economy.  Excellent  educational  system,  low  crime 
rate  and  superior  quality  of  life.  Guaranteed  $70,000  first  year  salary. 
Relocation  expense,  professional  liability  insurance  and  office  in- 
cluded. Cooperative  recruitment  effort  supported  by  medical  staff  and 
hospital.  Call  515/754-5144  or  write  Administrator,  Marshalltown  Med- 
ical and  Surgical  Center,  3 South  4th  Avenue,  Marshalltown,  Iowa 
50158. 


EMERGENCY  MEDICINE,  DUBUQUE  — Opening  available  for  qual- 
ified individual  to  join  incorporated  group  of  3 BE/BC  emergency  phy- 
sicians. Unique  and  enjoyable  practice,  excellent  compensation,  com- 
plete career  opportunities  and  highly  livable  community.  Write  NET, 
PC;  do  Mercy  Health  Center,  Emergency  Department,  Dubuque,  Iowa 
52001  or  call  Mark  Singsank,  M.D.,  319/589-9666. 


FAMILY  PRACTICE  — BC/BE  family  practitioner  for  a progressive, 
well-established,  busy,  growing  practice  in  the  western  suburbs  of  Min- 
neapolis. No  peds  or  OB.  Competitive  salary  and  benefits  with  buy-in 
opportunity.  Contact  Dan  McCormick,  Medical  Resource  Group,  France 
Place,  Suite  920,  3601  Minnesota  Drive,  Bloomington,  Miimesota  55435, 
612/835-5123. 


PEDIATRICIAN,  OB/GYN,  PSYCHIATRIST,  FAMILY  PRACTI- 
TIONER, OPHTHALMOLOGIST  — Growing  16  physician  multispe- 
cialty clinic  in  beautiful  northwestern  Wisconsin  is  seeking  BC/BE  spe- 
cialists. Attractive  partnership  opportunity  after  one  year.  Come  grow 
with  us!  Contact  Mark  Nymo,  M.D.,  Indianhead  Medical  Group,  Ltd., 
1020  Lakeshore  Drive,  Rice  Lake,  Wisconsin  54868,  715/234-9031. 


ORTHOPEDIC  SURGEON  — Part-time  position  in  county  hospital  with 
Family  Practice  Residency  Program,  University  of  Iowa  affiliation. 
Competitive  salary  and  benefits.  Send  CV  to  BMC,  18th  and  Hickman 
Road,  Des  Moines,  Iowa  50314  or  call  515/282-2275. 


PRACTICES  AVAILABLE  — Excellent  Minnesota  practice  for  sale. 
General  practice  currently  grossing  over  $500,000  annually  in  lovely, 
suburban  community.  Retiring  physician  will  introduce  and  assist  in 
transition.  The  only  one  of  its  kind  in  the  community,  this  solo  practice 
is  close  to  a 300  -I-  bed,  full  service  hospital.  This  medicab'surgical  clinic 
includes  x-ray  facilities,  a lab  and  a fully  computerized  patient  record/ 
billing  system.  Various  financing  options  available.  For  complete  de- 
tails, contact  John  Reeves  at  1/800/354-4050  tollfree  or  write  to 
CompHealth,  Attn:  John  Reeves,  5901  Peachtree  Dunwoody  Road  #C- 
65,  Atlanta,  Georgia  30328. 


INTERNAL  MEDICINE  — Excellent  opportunity  for  a BC/BE  internist 
to  join  a well-established  progressive  practice  in  the  suburban  Min- 
neapolis area.  Competitive  salary  and  benefits  with  buy-in  opportunity. 
Contact  Dan  McCormick,  Medical  Resource  Group,  France  Place,  Suite 
920,  3601  Minnesota  Drive,  Bloomington,  Minnesota  55435,  612/835- 
5123. 


Iowa  State  University 

Team  Physician 
Intercoliegiate  Athietics 


UV/ 


Full-time  Student  Health  Center/ Athletic  Dept,  position  open  July,  1989.  BC/BE 
Family  Practice  or  Sports  Medicine.  Salary  competitive.  Experience  in  young 
adult  medicine,  sports  medicine  and  a commitment  to  preventive  medicine 
preferred. 


Send  letter  of  application  and  resume  to: 

Robert  K.  Patterson,  M.D. 

Director,  Student  Health  Center 

Iowa  State  University 

Ames,  Iowa  50011  Phone:  515/294-5802 

Application  Deadline:  3-17-89  or  until  filled 

An  Equal  Opportunity/Affirmative  Action  Employer 
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ALLERGY 


GASTROENTEROLOGY 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 

ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 

lOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 

PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 


HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  RECENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515  244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY.  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1 800  622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319  365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515  265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515  224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515  225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515  244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515  247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515  283-5767 

DISEASES  AND  SURGERY  OE  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


An  Important  Alliance 


IN  THESE  DAYS  OE  SOPHISTICATED  medical  tech- 
nologies and  treatments,  effective  com- 
munication between  doctors  and  nurses  is  an 
increasingly  significant  component  of  quality 
health  care.  Helping  to  foster  this  communi- 
cation is  the  IMS  MD/RN  Liaison  Committee. 

At  a January  joint  meeting  of  the  com- 
mittee and  representatives  of  the  Iowa  Nurses 
Association  and  Iowa  Board  of  Nursing,  Col- 
leen Goode,  R.N.,  clinical  director  of  nursing 
at  University  of  Iowa  Hospitals  and  Clinics, 
quoted  a 1986  study  of  intensive  care  outcomes 
in  major  medical  centers. 

“Our  results  support  the  belief  that  in- 
volvement and  interaction  of  critical  care  per- 
sonnel can  directly  influence  outcome  from  in- 
tensive care.  In  comparing  the  outcomes  in 
5,030  patients  from  13  hospitals,  we  found  im- 
portant differences  between  predicted  and  ob- 
served death  rates  for  all  patients  and  differ- 
ences within  specific  diagnostic  categories. 
These  differences  appear  to  relate  to  the  in- 
teraction and  communication  between  physi- 
cians and  nurses." 

In  the  November,  1986  issue  of  iowa  med- 
icine, Kay  Myers,  R.N.,  M.S.,  then  executive 
director  of  the  Iowa  Nurses  Association,  wrote 
“A  patient's  life  may  depend  on  the  commu- 
nication between  physicians  and  nurses.  This 
communication  fosters  trust,  thus  improving 
the  quality  of  health  care." 

The  purpose  of  the  MD/RN  Liaison  Com- 
mittee is  to  meet  with  representatives  of  or- 
ganized nursing,  discuss  issues  of  concern  at 
a formal  level  and  foster  understanding  be- 
tween doctors  and  nurses. 

Through  this  committee,  Iowa  physicians 
have  the  opportunity  to  discuss  issues  such  as 
the  recent  revision  of  the  Nurse  Practice  Act. 
Nursing  representatives  from  the  Iowa  Nurses 
Association  (INA)  and  the  Iowa  Board  of  Nurs- 


ing have  also  been  invited  to  meet  with  the 
official  policy-making  bodies  of  the  Society. 

The  committee  is  not  afraid  to  tackle  the 
toughest  and  most  potentially  divisive  issues. 
In  recent  years,  these  have  included  third  party 
reimbursement  for  nurses,  prescribing  by 
nurses  and,  during  the  past  few  months,  the 
AMA's  controversial  RCT  proposal.  Although 
there  may  not  be  universal  agreement  regard- 
ing IMS,  INA  and  Board  of  Nursing  positions 
on  various  issues,  it  is  constructive  for  the 
groups  to  consider  them  together. 

Through  the  committee,  Iowa  physicians 
have  supported  Iowa  nurses  in  several  worthy 
undertakings.  The  IMS  made  a contribution  to 
help  underwrite  the  cost  of  developing  a State- 
wide Plan  for  Nursing.  When  the  Iowa  Nurses 
Association  set  up  camps  for  kids  to  promote 
healthy  lifestyles,  the  IMS  endorsed  the  proj- 
ect and  designated  a physician  representative 
to  serve  on  the  advisory  committee. 

In  the  final  analysis,  Iowa's  patients  stand 
to  benefit  from  open  lines  of  communication 
between  physicians  and  nurses.  Iowa  physi- 
cians have  long  realized  how  important  it  is 
for  this  mutual  understanding  to  extend  to  the 
bedside.  In  an  editorial  written  in  1976  for  iowa 
MEDICINE,  Scientific  Editor  Marion  Alberts, 
M.D.,  said  it  well:  "I  wonder  if  physicians  re- 
alize the  emotional  impact  upon  the  nurse  who 
must  live  with  and  share  the  grief  of  a family 
whose  loved  one  is  hooked  to  all  that  machin- 
ery? Does  the  nurse  realize  the  pain  in  a phy- 
sician's heart  when  there  is  nothing  more  to 
be  done  for  a dying  child?  The  nurse  needs 
you,  doctor;  you  need  the  nurse;  the  patient 
needs  both  of  you." 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Contraindications:  VASOTEC*  (Enalapril  Ualeate,  MSD)  Is  contraindicated  In  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  Inhibitor 
Warnings:  Angioedema:  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  treated  wllhACEinhibitors,  including  VASOTEC,  In  such  cases,  VASOTECshouldbepromptlydisconlinued  and  the 
patient  carelully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  conlined  to  the  lace  and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  Is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  ohstructlon,  appropriate  therapy,  e.g. , subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
lailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed:  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION  ) Patients  at 
risk  for  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics,  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments,  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  tollowed  closely  for  the  first  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  if  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  lurther  doses  of  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
HeutropenialAgranulocytosis:  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Irequenlly  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insutticleni  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function:  As  a consequence  ol  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  lunction  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  the  lirst 
lew  weeks  ol  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASDTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  lailure  should  always  Include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  ot  discontinuation  ol  therapy  in  0,28%  of  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3,8%  ot  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insutticiency,  diabetes  mellitus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  it  at  all.  with  VASOTEC.  (See  Drug  Interactions.) 

SurgerylAnesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  oaurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormation  tor  Patients: 

Angioedema:  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowing  the  lirst  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  face,  extremities,  eyes.  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  lirst  few  days  ot  therapy  It 
actual  syncope  occurs,  the  patients  should  be  toll)  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure:  patients  should  be  advised  to  consult  with  the  physician. 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia.  Patients  should  be  told  to  report  promptly  any  indication  ol  inlection  (e  g.,  sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormation  is 
intended  to  aid  in  the  sate  and  effective  use  ol  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or  intended 
eftecls 

Drug  Interactions: 

Hypotension:  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  eltects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ot  treatment  with  enalapril  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  aniihypertensive  etteci  ol  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents.  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium.  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium,  Therelore.  it  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  lieguenl  monitor- 
ing ol  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  lailure  receivino 
VASOTEC 

Lithium:  A tew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequently. 


Pregnancy- Category  C:  There  was  no  tetoloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose).  Fetoloxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kyday  or 
more  Saline  supplementation  prevented  the  malernal  and  telal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mgAg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  following  adimnistralion  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 
used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the  letus 
Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  »C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  inctuding  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension:  The  most  frequent  ctinical  adverse  experiences  in  controlled  Inals  were  headache  (5.2%),  dizziness 
(4  3%),  and  fatigue  (3%), 

Other  adverse  experiences  oaurring  in  greater  than  t%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (14%),  nausea  (1 4%),  rash  (1 4%).  cough  (1.3%).  orthostatic  ettects  (1.2%),  and  asthenia  (1 1%). 

Heart  Failure:  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%).  hypotension  (6  7%),  orthostatic  effects  (2  2%).  syncope  (2  2%).  cough  (2  2%).  chest  pain  (2.1%),  and  diarrhea 
(21%). 

Other  adverse  experiences  oaurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  unan- 
Irolled  clinical  trials  were:  fatigue  (1,8%),  headache  (1 8%).  abdominal  pain  (1 6%).  asthenia  (16%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (1.3%),  dyspnea 
(1 3%),  urinary  tract  Infection  (1 3%),  rash  (1,3%),  and  myocardial  inlarction  (1.2%). 

Other  serious  clinical  adverse  experienas  occurring  sina  the  drug  was  marketed  or  adverse  experiences  oaurring  in 
0.5%  to  1%  ol  patients  with  hypertension  or  heart  lailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category: 

Cardiovascular:  Myocardial  intarction  or  cerebrovaaular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension):  cardiac  arrest,  pulmonary  embolism  and  infarction:  rhythm  distur- 
bances. atrial  librillallon,  palpitation 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychialric.  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital:  Renal  failure,  oliguria,  renal  dyslunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory:  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inlection 
Skin:  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity. 

Other  Muscle  cramps,  hyperhidrosis.  impolena,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manileslations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0,2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioerlema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  diaontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension:  In  the  hypertensive  patients,  hypotension  oaurred  in  0.9%  and  syncope  oaurred  in  0 5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy 
in  0 1%  of  hypertensive  patients  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  oaurred  in  2.2% 
ol  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS ) 

Clinicat  Laboratory  Test  Findings. 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  oaur  in  patients  reaiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  lailure  who  were  also  reaivmg  diuretios  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy  were  observed  in  about  11%  ot  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ot  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  dareases  of  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importana  unless  another  cause  ol  anemia  coexists.  In  clinical  Inals,  less  than  0.1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experiena.  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported. 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  oaurred 
Dosage  and  Administration:  Hypertension.  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS  ) II  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2,5  mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  raommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  ona  daily,  the  aniihypertensive  etiat  may  dimmish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  iwia-daily  administration  should  be  considered  It  blood  pressure  is  not  an- 
Irolled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS), 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  ol  enalapril  is  raommended  lor 
patients  with  a creatinine  clearana  >30  mL/min  (serum  creatinine  ot  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearana  s30  mL/min  (serum  creatinine  s3  mg/dL),  the  first  dose  is  2.5  mg  ona  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 

Heart  Failure:  VASOTEC  is  indiated  as  adjunctive  therapy  with  diuretia  and  digitalis.  The  raommended  starling  dose  is 
2.5  mg  ona  or  twice  daily  Alter  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  II  possible,  the  dose  ol  the  diuretic  should  be  reduced,  vrhich  may  diminish  the  likelihood 
ol  hypotension.  The  appearance  ol  hypotension  after  the  initial  dose  ot  VASOTEC  does  not  pralude  subsequent  areful 
dose  titration  with  the  drug,  lollowing  effative  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  treatment  ol  heart  lailure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg.  Once-daily 
dosing  has  ban  ellative  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  ra- 
ommended daily  dose,  and  there  has  ban  much  more  experiena  with  twia-daily  dosing.  In  addition,  in  a plaabo-con- 
trolled  study  which  demonstrated  reduad  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2.5  to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses.  (Sa  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Ettects  ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response,  (See  WARNINGS.) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia:  In  heart  failure  patients  with 
hyponatremia  (semm  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  at  2.5  mg 
daily  under  close  medial  supervision.  (Sa  DOSAGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug  Interactions. ) The  dose  may  be  increased  to  2.5  mg  b i d.,  then  5 mg  b i d.  and  higher  _ 

as  naded,  usually  at  intervals  ol  lour  days  or  more,  il  at  the  lime  ol  dosage  adjustment  there  is  not  MSD 
exassive  hypotension  or  signifiani  deterioration  of  renal  lunction  The  maximum  daily  dose  is  40  mg  iviercK 
For  more  detailed  inlormation,  consult  your  MSD  representative  or  see  Prescribing  Inlormation  Merck  SHARPk 
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IPMIT.  At  Your  Service. 


At  Your  Service,  Indeed! 


What  is  making  the  Iowa  Medical  Society- 
sponsored  IPMIT  Professional  Liability  Insurance 
Program  a success?  Competitive  premiums? 

To  be  sure! 

What  else?  Service?  To  be  sure! 

At  IPMIT,  service  to  policyholders  ranks  alongside 
cost  on  the  scale  of  importance.  We  have  an 
absolute  and  singular  dedication  to  serving  our 
Iowa  physician  insureds.  And  prospective 
insureds. 


We  are  here  to  answer  coverage  questions.  We 
are  here  to  provide  claims  service.  And  we  are 
here  to  furnish  risk  management  tools. 

Please  use  the  IPMIT  HOTLINE  for  information 
and  assistance.  Insured  physicians  are  urged  to 
use  it  to  report  any  situation  over  which  there  is  a 
liability  concern  — and  to  do  so  immediately.  The 
IPMIT  HOTLINE  number  is  1/800/642-6054. 
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and  Linda  Morische,  underwriter,  IPMIT. 
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For  the  last  word 
in  relief  from  acute  pain 
without  Slavery. 


Pain  relief  can  be  provided  for 
your  patients  who  suffer  from  low 
back,  myofascial,  headache,  can- 
cer pain,  and  post-traumatic  and 
post-operative  pain  syndromes 
without  surgery. 

Experienced,  expert  anesthe- 
siologists at  the  Mercy  Nerve 
Block  Center  can  help  patients 
alleviate  pain  using  neural  block- 
ade and  other  pain  management 
methods.  Treatment  methods 
may  include  a variety  of  special- 
ized procedures,  medications, 
injections  and  transcutaneous 
nerve  stimulation  (TNS). 

To  help  your  patients  overcome 
the  debilitating  and  demoralizing 
effects  of  longer  term  recurring 
pain,  refer  them  to  the  Mercy 
Nerve  Block  Center  — an  out- 
patient unit  now  located  on  the 
second  floor  of  Mercy  Medical 
Plaza  East. 

Eor  information,  or  to  arrange 
an  appointment,  call  (515)  247- 
8650  today. 

And  offer  your  patients  relief 
from  pain  without  surgery. 
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President's  Privilege 


Insuring  the  Best  Care 


PHYSICIANS  AND  PHARMACISTS  have  estab- 
lished a tradition  of  working  well  to- 
gether. For  many  years,  these  2 great  profes- 
sions have  enjoyed  open  lines  of  communi- 
cation which  ultimately  benefit  our  patients. 

However,  even  among  the  best  of 
friends,  potentially-divisive  issues  sometimes 
arise.  Therapeutic  substitution  is  one  of 
those  issues  of  concern  to  physicians. 

We  in  the  medical  profession  feel  very 
strongly  that  properly  diagnosing  illness  and 
prescribing  appropriate  medications  require 
careful  medical  examinations  by  well-trained 
and  licensed  physicians.  No  other  health 
care  provider  is  capable  of  diagnosing  gen- 
eral medical  conditions  in  order  to  recom- 
mend treatment  by  prescribing  medication. 

The  Iowa  Medical  Society  continues  to 
be  concerned  over  attempts  to  pass  legisla- 
tion to  allow  establishment  of  a pharmaceu- 
tical protocol  which  permits  pharmacists  to 
make  therapeutic  substitutions  without  ap- 
proval by  tbe  physician. 

Therapeutic  substitution  is  a practice  by 
pharmacists  of  substituting  a different  drug, 
with  the  same  general  therapeutic  affect,  as 
the  drug  originally  prescribed  by  the  physi- 
cian. In  the  absence  of  a full  medical  history, 
physical  and  diagnosis,  the  pharmacist  can- 
not be  sure  whether  or  not  the  substitution 


of  a different  drug  is  appropriate  for  a par- 
ticular patient.  Substitution  without  approval 
by  the  prescribing  physician  may  seriously 
compromise  quality  of  care  due  to  different 
side  effects  and  unintended  results. 

The  Iowa  Medical  Society  believes  thera- 
peutic substitution  should  occur  only  in  the 
hospital  setting,  under  carefully  controlled 
conditions,  with  the  joint  involvement  of  a 
medical  staff  and  hospital  pharmacy  decid- 
ing which  drugs  should  be  considered  for 
substitution.  Physicians  should  approve 
every  substitution  in  order  to  assure  proper 
care. 

Representatives  of  the  medical  and 
pharmaceutical  professions  have  discussed 
the  issue  of  therapeutic  substitution  and  will 
continue  to  do  so.  I am  confident  the  con- 
cerns of  both  professions  can  and  will  be  ad- 
dressed. 


Daniel  M.  Youngblade,  M.D. 

President 
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Pharmacy/Medicine  Interface 


THOMAS  R.  TEMPLE,  R.Ph.,  M.S. 
Des  Moines,  Iowa 


The  author  discusses  current  issues 
facing  pharmacy  and  stresses  the  ben- 
efits of  ongoing  cooperation  between 
pharmacists  and  physicians. 


The  relationship  between  pharmacy  and 
medicine  reads  like  a weather  re- 
port . . . stormy  and  windy  with  considera- 
ble fog  and  occasional  periods  of  sunshine. 
Also  like  the  weather,  physician-pharmacist 
relations  seems  to  be  one  of  those  issues 
both  professions  are  content  to  talk  about 
but  rarely  do  anything  about. 

That  must  change!  Emerging  today  are 
issues  and  challenges  that  are  beginning  to 
profoundly  effect  both  professions.  Until  re- 
cently, each  profession  viewed  these  issues 
as  profession  specific,  unilateral  problems. 
They  are  not.  Just  as  these  challenges  cut 
across  our  professions,  their  successful  reso- 
lution demands  a collaborative  response.  For 
this  reason,  I was  delighted  to  receive  iowa 
medicine's  invitation  to  serve  as  guest  au- 
thor for  this  issue. 

This  article  addresses  issues  and  con- 
cerns facing  the  profession  of  pharmacy.  1 
hope  their  articulation  here  will  enhance 
physician  awareness  and  heighten  inter- 
professional cooperation.  In  reading  this  arti- 


Mr.  Temple  is  executive  vice  president  of  the  Iowa  Pharmacists 
Association. 


cle,  you  may  notice  pharmacy's  challenges 
are  not  vastly  different  from  medicine's.  For 
certain,  we  are  both  caught  up  in  a major 
revolution  which  will  cause  signficant 
changes  in  the  way  health  care  is  delivered 
and  financed.  In  some  ways  this  period  of 
readjustment  has  served  to  divide  us.  In 
other  ways  there  exist  opportunities  for  close 
collaboration  and  joint  effort. 

A Profession  in  Transition 

Since  the  early  1960's,  pharmacy  has 
been  undergoing  a dramatic  transformation 
in  its  central  function  in  society.  That  trans- 
formation is  represented  by  a shift  from 
product  orientation  to  patient  orientation. 

No  longer  is  the  focus  on  product  formula- 
tion (ie:  compounding)  and  drug  product 
distribution.  Instead,  pharmacy's  principle 
activity  is  clinical,  emphasizing  the  provision 
of  therapeutic  drug  information  relevant  to 
specific  patients  but  separate  and  distinct 
from  drug  products  themselves.  In  short, 
pharmacy  views  its  current  and  future  func- 
tion as  advancing  rational  drug  therapy  — 
therapy  that  is  safe,  effective  and  cost  effec- 
tive. 

The  pharmacy  profession  has  exten- 
sively documented  the  value  of  clinical  phar- 
macy services,  especially  in  the  institutional 
setting.  Services  such  as  drug  use  review, 
drug  information,  drug  therapy  monitoring 
and  pharmacokinetic  consultation  have  all 
been  shown,  in  the  scientific  literature,  to 
help  hold  the  line  on  hospital  costs  and  en- 
hance the  quality  of  patient  care.  Now  that 
ambulatory  care  has  a greater  level  of  impor- 
tance in  health  care  delivery,  we  are  finding 
the  same  principles  which  worked  for  the  in- 
patient setting  will  work  on  an  outpatient 
basis. 
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True  cost  savings  and  enhanced  quality 
of  care  — measured  in  terms  of  improved 
patient  outcomes,  better  compliance  and  re- 
duced incidence  of  adverse  drug  reactions  — 
can  be  achieved  if  pharmacy's  contemporary 
clinical  skills  can  be  better  utilized,  in  coop- 
eration with  the  physician,  to  serve  patients. 

Pharmaceutical  education  has  played  a 
dominant  role  in  pharmacy's  transformation 
to  a clinical  based  profession.  Many  schools 
of  pharmacy  have  already  moved  to  an  all 
Pharm.D.  (Doctor  of  Pharmacy)  degree  cur- 
riculum. Many  others  have  developed  so- 
phisticated post  graduate  programs  offering 
advanced  clinical  training  and  clerkship/resi- 
dency  components. 

This  expanded  level  of  education  has 
been  designed  not  to  create  a competitor  for 
traditional  physician  functions  but  to  posi- 
tion the  pharmacist  to  be  a more  useful  part- 
ner with  the  physician  in  delivery  of  quality 
and  cost  effective  drug  therapy.  This  part- 
nership will,  in  my  opinion,  become  even 
more  crucial  as  technologies  associated  with 
modern-day  drug  therapy  grow  increasingly 
more  complex. 

Issues  and  Challenges 

Most  issues  and  challenges  confronting 
pharmacy  stem,  in  large  part,  from  the  cor- 
poratization of  health  care.  As  stiff  winds  of 
competition  and  entrepreneurship  swirl 
through  the  health  care  economy,  pharma- 
cists, like  other  health  professionals,  find 
themselves  seeking  methods  for  ensuring 


their  continued  survival  and  viability. 
Whether  we  like  it  or  not,  economics  has  be- 
come a driving  force  in  health  care  today. 

Big  buyers  of  that  care  — government,  cor- 
porations and  unions  — have  begun  flexing 
their  muscles  in  an  effort  to  restructure  our 
delivery  system.  It  is  the  challenges  emerg- 
ing from  this  revolution  that  pharmacy  is 
now  spending  the  bulk  of  its  time  address- 
ing. 

Third  Party  Influence 

The  proliferation  of  HMOs,  PPOs  and 
other  systems  of  managed  health  care  repre- 
sent a significant  challenge  for  practicing 
pharmacists.  The  shift  from  fee-for-service  to 
risk  sharing,  capitation  based  reimbursement 
is  creating  significant  economic  problems  for 
pharmacists,  many  of  whom  are  ill-equipped 
from  a business  perspective  to  deal  with  this 
new  dimension  in  financing. 

Many  of  the  third  party  entities,  driven 
by  economic  minded  businessmen,  have 
sought  to  contain  pharmaceutical  costs 
through  programs  of  restricted  patient  ac- 
cess, coverage  exclusions,  mail  order  drug 
schemes  and  other  policy  restrictions.  In 
many  cases  pharmacists  have  found  them- 
selves virtually  locked-out  of  third  party  pro- 
grams, unable  to  serve  patients  with  whom 
they  have  developed  positive  relationships. 

However,  pharmacists  are  proving  their 
resiliency.  By  joining  together  in  group  pur- 
chasing programs  and  third  party  contract- 
ing networks,  they  are  finding  ways  to  com- 
pete in  this  era  of  competition.  Nevertheless, 
the  third  party  arena  represents  a major 
challenge  area  for  the  practicing  pharmacist. 

Increased  Government  Involvement 

A second  area  of  concern  is  the  in- 
creased involvement  of  government  in  phar- 
maceutical care.  Like  medicine,  pharmacy 
has  continually  addressed  challenges 
brought  on  by  a growing  Medicaid  program. 
For  over  2 decades  pharmacy  has  confronted 
issues  such  as  reduced  reimbursement,  lim- 
ited formulary  systems,  costly  administrative 
processing  systems  and  policies  which  re- 
strict the  exercise  of  professional  judgement. 

Now  sitting  on  pharmacy's  horizon  is 
the  Medicare  program  which,  in  1991,  will 
begin  coverage  of  outpatient  prescription 
(Continued  next  page) 
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drugs.  With  an  anticipated  700  million 
claims  running  through  this  health  care  sys- 
tem, pharmacy  is  eyeballing  even  greater 
government  intervention  into  pharmaceutical 
care.  Obviously,  this  will  greatly  affect  the 
practice  of  medicine. 

Interprofessional  Issues 

In  the  area  of  interprofessional  relations, 
3 issues  continue  to  gnaw  at  both  the  phar- 
macy and  medical  professions  — pharmacist 
prescribing,  therapeutic  interchange  and 
physician  sale  of  drugs. 

In  my  opinion,  the  first  2 issues  — 
pharmacist  prescribing  and  therapeutic  inter- 
change — have  generated  senseless  contro- 
versy, fueled  mostly  by  misunderstanding 
and  injudicious  use  of  terminology.  Do 
pharmacists  really  desire  the  autonomy  to 
prescribe  complex  drug  therapies  and  substi- 
tute one  drug  for  another,  independent  of 
physician  knowledge?  Absolutely  not!  In- 
stead, pharmacists  merely  wish  to  use  their 
education  and  knowledge,  working  with 
physicians  and  patients  to  select  the  most 
appropriate  and  cost  effective  drug  therapy. 

These  are  not  new  roles  for  pharmacists 
but  their  expansion  in  recent  years  has  sur- 
faced because  society  in  general  is  demand- 
ing pharmacy  and  medicine  interrelate  more 
to  ensure  the  provision  of  quality  pharma- 
ceutical care  at  the  most  reasonable  cost. 

In  regard  to  physician  sale  of  drugs, 
pharmacy  is  naturally  concerned  because 
this  system  of  drug  distribution  precludes 
the  pharmacist  from  the  pharmaceutical  care 
equation.  Pharmacy  realizes  the  recent  surge 
in  physician  dispensing  is  stimulated  by  the 
proliferation  of  entrepreneurial  drug  repack- 
agers looking  to  make  a quick  dollar  by  set- 
ting doctors  up  in  drug  dispensing  busi- 
nesses. 

Just  as  quality  prescribing  encompasses 
much  more  than  issuing  a prescription,  drug 
dispensing  involves  much  more  than  count- 
ing tablets  or  capsules.  The  dispensing  proc- 
ess involves  planning,  organizing,  control- 
ling and  monitoring  a comprehensive,  safe 
and  error  free  drug  inventory  and  distribu- 
tion system. 

Dispensing  synthesizes  a combination  of 
professional  knowledge,  judgement  skills 
and  functions  which  assures  patients  get  the 
right  medication  for  the  right  condition,  at 


the  right  time,  in  the  right  dose  and  in  the 
right  dosage  form,  with  due  consideration 
for  cost.  Further  and  equally  important, 
quality  dispensing  assures  patients  under- 
stand the  nature  of  drug  therapy  including 
therapeutic  objectives,  beneficial  effects,  po- 
tential side  effects,  dosing  instructions  and 
storage  requirements. 

Certainly,  most  physicians  would  agree 
dispensing  is  too  complex  and  important  to 
be  circumvented  by  a group  of  repackagers 
attempting  to  lure  physicians  into  a profit 
making  scheme.  Accordingly,  pharmacy  will 
continue  to  support  a drug  distribution  sys- 
tem which  emphasizes  pharmacist-physician 
cooperation  and  an  appropriate  system  of 
checks  and  balances. 

Technology 

Pharmacy  is  preparing  for  the  new  age 
of  drug  therapy  brought  on  by  modern  day 
technology.  This  new  group  of  drugs,  aris- 
ing from  our  understanding  of  prosta- 
glandins, hormones,  monoclonal  antibodies 
immunomodulators  and  neurotransmitters, 
will  give  rise  to  important  new  therapies. 
Additionally,  new  drug  delivery  systems  or 
dosage  forms  such  as  implantable  sustained 
release  polymers  are  being  developed.  Spec- 
ialized carrier  molecules  and  liposomes  will 
carry  drug  agents  to  their  site  of  action  be- 
fore releasing  and  activating  them. 

Many  of  these  new  drugs  and  dosage 
forms  will  replace  traditional  drug  therapy. 
In  response,  pharmacy  education  is  begin- 
ning to  position  the  pharmacist  to  play  an 
important  role  with  the  physician  in  the  ap- 
plication of  this  new  mode  of  therapy. 

Conclusion 

It  is  impossible  to  touch  on  every  issue 
and  challenge  confronting  pharmacy.  Cer- 
tainly other  issues  are  on  the  profession's 
agenda  for  the  balance  of  this  decade,  in- 
cluding the  use  of  technical  personnel  in 
pharmacy,  specialization,  malpractice,  an  ex- 
panded home  health  care  market  and  phar- 
maceutical services  for  the  elderly. 

Health  care  is  changing  and  practice 
roles  for  health  care  professionals  are  blur- 
ring. Nevertheless,  pharmacy  remains  com- 
mitted to  the  principles  of  quality  patient 
care  and  close  interprofessional  cooperation 
with  the  medical  community. 
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CEDAR  RAPIDS 


SYMPOSIUM 


FOR  THE  PRACTICING  PRIMARY  CARE  PHYSICIAN 


APRIL  22,  1989 

STOUFFER  FIVE  SEASONS  HOTEL 
CEDAR  RAPIDS,  IOWA 


KEYNOTE  SPEAKERS  DINNER  SPEAKER 

Richard  N.  Fogoros,  M.D. 

Director,  Clinical  Electrophysiology 
Allegheny  General  Hospital 
Pittsburgh,  PA 


J.H.Ehrenhaft,  M.D. 

Professor  Emeritus 

Division,  Cardiothoracic  Surgery 

University  of  Iowa,  Hospitals  and  Clinics 


Jim  Walden 

Head  Football  Coach 
Iowa  State  University^/ 


Spouses  program  available-see  realMMon  on  back 


Cedar  Rapids  Heart  Symposium  for  the 
Practicing  Primary  Care  Physician  • Aprii  22, 1989 


Course  Objectives  and  intended  Audience 

This  course  is  designed  to  provide  family  practitioners,  internists  and  other 
primary  care  physicians  with  practical  approaches  to  common  cardiovascu- 
lar disorders.  The  course  will  emphasize  diagnostic  evaluation,  treatment 
modalities  and  day  to  day  management  of  these  disorders  from  the  perspec- 
tive of  the  primary  care  physician.  Specific  topics  will  include  updates  on: 
management  of  stable  and  unstable  angina,  new  approaches  to  the  treat- 
ment of  acute  myocardial  infarction  (including  thrombolytic  therapy),  evalu- 
ation and  treatment  of  patients  with  congestive  heart  failure,  risk  factor 
modification  for  coronary  artery  disease,  indications  for  pacemaker  implan- 
tation and  follow  up,  approach  to  the  patient  with  sudden  cardiac  death, 
evaluation  and  therapy  of  common  cardiac  arrhythmias,  new  aspects  of 
hypertensive  therapy,  and  evaluation  of  the  patient  with  syncope.  Surgical 
topics  will  include  indications  for  and  post-operative  management  of  patients 
undergoing  coronary  artery  bypass  and  valve  procedures.  Discussion  will 
also  cover  surgical  management  of  recurrent  ventricular  tachycardia  includ- 
ing implantation  of  the  automatic  implantable  cardioverter  defibrillator. 

Accreditation  and  CME  Credit 

As  an  organization  accredited  by  the  Iowa  Medical  Society  for  continuing 
education,  the  Cedar  Rapids  Medical  Education  Program  certifies  that  this 
continuing  medical  education  offering  meets  the  criteria  for  7 Credit  Hours  in 
Category  1 , provided  it  is  used  and  completed  as  designated. 


Accommodations 

The  Stouffer  Five  Seasons  Hotel  has  set  aside  a block  of  rooms  at  a 
preferred  rate  for  the  symposium  attendees. 

Reservations  should  be  made  directly  with  the  Stouffer  Five  Seasons  Hotel 
by  calling  (31 9)363-81 61 . To  assure  group  rate,  please  identify  yourself  as 
a Cedar  Rapids  Heart  Symposium  participant. 

Transportation 

The  Cedar  Rapids  airport  is  only  a 1 5 minute  drive  from  the  Five  Seasons. 
There  are  regular  flights  scheduled  throughout  the  day. 

After  arriving  in  Cedar  Rapids,  car  rental  is  available  from  several  national 
firms. 

Taxi  service  from  the  airport  is  available  at  all  times. 

Stouffer  Five  Seasons  Hotel  has  complimentary  transportation  between  the 
hotel  and  airport.  This  transportation  runs  approximately  every  half  hour  and 
a direct  line  to  Stouffer's  is  available  at  the  airport  terminal. 

Events 

Early  Registration  with  hospitality  suite  will  be  available  Friday,  April  21  from 
6:00  p.m.  to  9:00  p.m. 


Exhibitors 

Pharmaceutical  manufacturers  will  have  representatives  available  to  an- 
swer questions  and  distribute  information. 


Program  Co-Directors 

A.  Ersin  Atay,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 


Todd  T.  Langager,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 


James  M.  Levett,  M.D.,  F.A.C.S. 

Staff  Cardiothoracic  Surgeon 

St.  Luke's  Hospital/Mercy  Medical  Center 

Clinical  Associate  Professor 

Division  of  Cardiothoracic  Surgery 

University  of  Iowa  Hospitals  and  Clinics 


Faculty 

Lawrence  J.  Cook,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

William  G.  Meffert,  M.D.,  F.A.C.S. 
Staff  Cardiothoracic  Surgeon 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

M.  Naser  Payvandi,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

Guest  Faculty 

Richard  N.  Fogoros,  M.D. 

Director,  Clinical  Electrophysiology 
Allegheny  General  Hospital 
Pittsburgh,  PA 

After  Dinner  Speaker 

Jim  Walden 
Head  Football  Coach 
Iowa  State  University 


David  A.  Rater,  M.D.,  F.A.C.C. 

Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

Wilson  W.  Strong,  Jr.,  M.D.,  F.A.C.S. 
Staff  Cardiothoracic  Surgeon 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

James  E.  Tatkon-Coker,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 


J.H.  Ehrenhaft,  M.D 

Professor  Emeritus 

Division  of  Cardiothoracic  Surgery 

University  of  Iowa  Hospitals  and  Clinics 


Registration 

The  deadline  for  course  registration  is  April  10,1 989.  Registration  is  limited. 

The  registration  fee  covers  course  materials,  continental  breakfast,  lunch, 
refreshments  and  dinner. 


There  is  no  additional  charge  for  a spouse  to  attend  any  of  the  social 
functions. 


Cancellation  Policy 

A full  refund  of  registration  is  available  if  the  cancellation  notice  is  received 
in  writing  by  April  10,1 989.  After  that  time  no  refund  will  be  given. 


Continental  Breakfast  with  morning  registration  will  be  Saturday,  April  22 
from  7:00  a.m.  to  7:45  a.m. 

Lunch  will  be  provided  for  program  participants  at  Stouffer  from  1 2:00  Noon 
to  1:00  p.m. 

Spouse's  Program  will  be  available.  This  will  include  a luncheon  at  the 
Roosevelt  Hotel  with  a style  show  by  Armstrong's  Department  Store.  Door 
prizes  will  be  given  away  during  this  function. 

Evening  Events  include  a social  hour  from  6:00  p.m.  to  7:00  p.m.,  dinner  at 
Stouffer  beginning  at  7:00  p.m.,  and  an  after-dinner  talk  by  Jim  Walden, 
Head  Football  Coach,  Iowa  State  University. 

For  further  information  contact  Roman  Frigge,  Symposium  Coordinator  at 

(319)369-7434. 

This  symposium  is  sponsored  in  part  by  St.  Luke’s  Hospital  and  Mercy 
Medical  Center  of  Cedar  Rapids. 


REGISTRATION  FORM 

Cedar  Rapids  Heart  Symposium 

For  the  Practicing  Primary  Care  Physician 

April  22, 1989 


ri 


First  Name 

Ml 

Last  Name 

Address 

City  State  Zip  Code  Phone 

Q My  spouse  will  be  attending  the  spouses  program. 
Q My  spouse  will  be  attending  the  evening  events. 


Registration  Fee  - $75.00 

Make  check  payable  to:  Cedar  Rapids  Heart  Symposium 


Course  materials,  all  events  and  meals  for  participants  and  spouses  are 
included  in  the  fee.  Please  include  a check  with  your  registration 
form  and  mail  to: 

Cedar  Rapids  Heart  Symposium  Coordinator 
1026  A Avenue  NE 
Cedar  Rapids,  lA  52402 

Telephone  inquiries  to  (319)  369-7434. 


For  official  use  only. 
I^egistration  No. 
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Physician  Assistant  Supervisor 
Regulations 


MICHAEL  J.  HUCKABEE,  PA-C 
Iowa  City,  Iowa 


The  author  reviews  Iowa's  require- 
ments for  physicians  supervising  phy- 
sician assistants. 


IOWA  PHYSICIANS  AND  PHYSICIAN  ASSISTANTS 
(PAs)  have  enjoyed  an  admirable  rela- 
tionship since  the  first  PA  was  employed  at 
University  of  Iowa  Hospitals  and  Clinics  in 
1970.  Iowa  is  highly  regarded  for  its  devel- 
opment of  the  physician/PA  team  and  the 
state  maintains  2 reputable  PA  training  pro- 
grams. 

There  are  approximately  200  PAs  in 
Iowa,  each  with  at  least  one  alternate  super- 
vising physician.  It  may  be  modestly  esti- 
mated one  of  every  10  Iowa  physicians  has 
direct  or  secondary  supervision  of  a PA.  Uti- 
lization of  PAs  by  Iowa  physicians  has  made 
a positive  contribution  to  health  care,  as 
measured  by  recent  studies  in  patient  and 
physician  satisfaction  and  the  tremendous 
increase  in  PA  job  opportunities  in  the 
state. PA  employment  listings  have  more 
than  doubled  since  1985,  with  41  PA  job  op- 
portunities in  Iowa  in  1987. ^ 


Mr.  Huckabee  is  assistant  director  and  adjunct  assistant  in  teach- 
ing with  the  University  of  Iowa's  Physician  Assistant  Program. 


A vital  component  in  the  growth  of 
physician/PA  teams  in  Iowa  has  been  regula- 
tions governing  this  team.  Iowa's  legislation 
and  regulations  have  served  as  models  for 
other  states  and  continues  to  provide  a 
strong  framework  for  the  physician  and  PA. 
Though  the  governing  bodies  have  been 
modified  by  the  creation  of  a board  of  physi- 
cian assistant  examiners,  the  rules  and  regu- 
lations are  unchanged.  This  paper  addresses 
salient  features  of  these  regulations  to  clarify 
the  picture  of  the  ideal  practice  and  perhaps 
avoid  the  pitfalls  of  shortcuts  in  proper  PA 
supervision. 

Supervision  registration:  Physicians 
who  supervise  a PA  should  be  sure  they  are 
registered  to  do  so  jointly  by  the  State  Board 
of  Physician  Assistant  Examiners  (SBPAE) 
and  the  State  Board  of  Medical  Examiners 
(SBME).  Alternate  supervising  physicians 
may  change  and  it  is  not  uncommon  to  for- 
get to  receive  SBME/SBPAE  approval.  Dele- 
tions or  additions  to  this  registry  currently 
require  no  fee  and  should  be  routinely  un- 
dertaken. 

Task  delineation:  The  application  for  a 
physician/PA  practice  identifies  tasks  the  PA 
is  approved  to  perform  and  the  degree  of 
supervision  the  tasks  require  of  the  physi- 
cian. Initial  applications  usually  contain 
more  commonly  accepted  clinical  duties. 
After  some  time  worHng  together,  the  phy- 
sician will  often  grant  more  responsibility  to 
the  PA  in  certain  areas  or  will  train  the  PA 
in  defined  procedures.  Approval  to  super- 
vise the  PA  in  these  areas  is  required  by  the 
SBPAE  which  then  notifies  the  SBME. 

(Continued  next  page) 
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YOCON' 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  {1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine  s peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbihe  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon « is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

learning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevabon  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^-^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.’  3,4  -j  tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  Increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100  s NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 


Again,  this  process  is  free  and  should  be 
carried  out  to  maintain  the  integrity  of  phy- 
sician/PA  team. 

Presigned  prescriptions:  No  one,  includ- 
ing a PA,  should  receive  a presigned  pre- 
scription blank.  Attempts  to  justify  this  ac- 
tion with  protocols  for  PAs  to  write  for 
previously  agreed  upon  drugs  and  situations 
is  not  acceptable.  There  is  an  inherent  risk  of 
presigned  prescriptions  being  mislaid  or  sto- 
len. 

Medical  records  review:  Chart  review  is 
a fundamental  method  of  supervising  and 
evaluating  PA  performance.  State  regula- 
tions require  all  patient  care  provided  by  the 
PA  should  be  reviewed  weeldy  if  the  care  is 
rendered  without  direct  consultation.  Also, 
all  notes  made  by  the  PA  should  be  counter- 
signed by  the  physician  in  a timely  manner. 
It  is  critical  the  physician/PA  team  regularly 
communicate  with  each  other  about  the  pa- 
tient's care  and  this  procedure  reinforces  this 
communication. 

PA  identification:  State  law  requires  the 
PA  be  clearly  identified  as  such  by  wearing  a 
name  tag  specifying  “physician  assistant." 
There  is  the  potential  for  patients  or  others 
to  confuse  a PA  with  a physician.  Though 
this  may  seem  trivial,  a name  tag  may  avoid 
a misunderstanding  with  more  involved 
ramifications. 

PA  continuing  education:  One  standard 
for  maintaining  the  PA's  professional  com- 
petency is  the  requirement  of  continuing 
medical  education  (CME).  National  recertifi- 
cation for  PAs  and  state  law  require  CME. 
PAs  are  to  report  100  hours  of  CME  every  2 
years;  40  hours  should  be  Category  1 activi- 
ties. Supervising  physicians  will  reap  the 
benefits  of  this  requirement  in  improved  pa- 
tient care  and  should  support  the  PA's  par- 
ticipation in  CME. 

Good  communication  between  the  phy- 
sician and  the  PA  can  usually  ensure  these 
measures  are  met.  In  addition  to  satisfying 
Department  of  Health's  directives,  meeting 
these  regulations  will  maintain  the  high 
quality  of  health  care  for  which  physician/PA 
teams  in  Iowa  are  recognized. 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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John  McGee,  M.D. 

Questions  and  Answers 


Physician/Pharmacist  Relations 


The  author^  who  practices  obstetrics 
and  gynecology  in  Burlington,  is  chair- 
man of  the  IMS  Committee  on  Inter- 
professional Relations.  He  discusses  key 
aspects  of  the  physician/pharmacist  re- 
lationship. 


What  is  the  role  of  the  hospital  pharmacist  re- 
garding physicians'  orders? 

I would  hope  the  hospital  pharmacist 
would  be  an  active  member  of  a pharmacy  and 
therapeutic  committee  of  the  hospital  staff. 

Within  that  framework,  the  pharmacist 
would  be  in  an  excellent  position  to  help  clar- 
ify, if  necessary,  and  carry  out  the  physician's 
orders.  The  hospital  can  save  thousands  of 
dollars  in  developing  a formulary  that  would 
have  the  best  choices  of  effective  drugs. 

What  are  the  ramifications  of  therapeutic  sub- 
stitution outside  the  hospital  setting? 

Therapeutic  substitution  outside  the  hos- 
pital setting  usually  implies  generic  substitu- 
tion. An  inpatient  study  by  Bloom  showed  the 
consumer  cannot  be  guaranteed  the  lowest  cost 
simply  by  buying  generic  drugs.  (JAMA,  1986, 
Vol.  256,  pgs.  2523-30.)  Lasagna,  in  an  edito- 
rial comment  on  Bloom's  study,  highlighted 
"the  foolishness  of  the  blind  faith  in  the  money 


saving  power  of  generic  prescribing."  (JAMA, 
1986,  Vol.  256,  pg.  2566.) 

The  other  problem  is  that  generic  hor- 
mones, for  example,  are  not  therapeutically 
equivalent  to  brand  name  products.  The 
American  College  of  Obstetrics  and  Gynecol- 
ogy (ACOG)  was  alarmed  that  many  phar- 
macists and  physicians  were  not  aware  of  this 
lack  of  equivalence  and  sent  out  a bulletin  to 
all  members  pointing  out  the  problem. 

To  what  extent  should  physicians  rely  on  phar- 
macists for  the  latest  information  on  drugs? 

Physicians  obtain  the  latest  information 
on  drugs  from  a variety  of  sources  including 
journals,  scientific  meetings,  seminars,  "de- 
tail" representatives  from  the  larger  drug  com- 
panies and  pharmacists.  Most  physicians  have 
a good  working  relationship  with  their  local 
pharmacists.  The  doctor  knows  which  phar- 
macist has  the  best  information  about  drugs 
and  will  utilize  that  knowledge  as  required. 

What  do  you  believe  is  the  state  of  the  rela- 
tionship between  pharmacists  and  physicians  on 
a professional,  one-on-one  level?  On  an  asso- 
ciation level? 

The  one-on-one  relationship  between 
pharmacists  and  physicians  has  been  excellent 
in  our  area.  I have  practiced  medicine  in  Iowa 
for  28  years  and  I believe  the  pharmacists  to 
(Continued  next  page) 
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be  very  helpful  in  providing  good  pharmaceu- 
tical services  for  my  patients.  The  willingness 
on  the  part  of  the  pharmacist  to  adopt  good 
pharmaceutical  practices  such  as  use  of  com- 
puter technology  is  encouraging. 

On  an  association  level,  there  is  indication 
of  aggressively  pursuing  a larger  share  of  the 
health  care  dollar  by  changing  the  pharmacy 
act  on  therapeutic  substitution.  The  IMS  and 
the  AMA  have  resisted  these  efforts. 

There  were  good  discussions  between  the 
Iowa  Pharmacists  Association  and  members  of 
the  IMS  to  consider  these  issues  in  1986  and 
1987,  particularly  in  regard  to  therapeutic  sub- 
stitution and  physician  dispensing. 

Letter  to  the  Editor 

Dear  Editor: 

I read  the  current  issue  (December, 

1988)  of  IOWA  MEDICINE  with  interest  and  the 
following  thought  came  to  me  about  retire- 
ment. 

It  is  my  judgment  that  for  a physician  to 
properly  adapt  to  the  changing  patterns  of 
life  brought  on  by  retirement  he  must  first, 
from  very  early  on,  have  healthy  attitudes 
on  life,  work  and  living.  One  axiom  which 
will  assist  in  this  is:  “Work  to  live  and  do 
not  live  to  work."  — Paul  M.  Kersten,  M.D. 
(ret.)  965  Dartmoor  Circle,  Nokomis,  Florida 
34275. 

Looking  for  Volunteers 

The  Christian  Appalachian  Project 
(CAP)  is  looking  for  volunteers  with  a 
healthcare  background.  A non-profit,  non- 
sectarian organization  that  serves  the  poor 
people  of  Appalachia,  CAP  is  seeking  health 
professionals  — from  recent  nursing  school 
graduates  to  retired  doctors  — interested  in 
sharing  their  skills  with  a needy  and  deserv- 
ing community. 

Founded  in  1963,  in  one  of  the  most 
beautiful  but  most  impoverished  parts  of 
Appalachia,  CAP  now  runs  75  self-help  pro- 
grams ranging  from  spouse-abuse  shelters 
and  emergency  assistance  to  “infant  univer- 
sities" and  homes  for  handicapped  children. 
A 1986  University  of  Kentucky  report  found 
the  ratio  of  licensed  physicians  to  population 
in  Appalachian  Kentucky  is  1/2000.  The 


shortage  of  other  healthcare  personnel  is 
equally  serious. 

CAP'S  permanent  volunteers  pledge  one 
year  of  service  and  live  communally  in  com- 
fortable CAP  housing,  where  they  share 
meals,  chores  and  the  life  of  the  community. 
They  receive  room  and  board  and  a monthly 
stipend  that  begins  at  $75  a month  and 
reaches  $125  after  3 years. 

For  more  information,  write  Christian 
Appalachian  Project  Volunteer  Office,  235 
Lexington  Street,  Lancaster,  Kentucky  40446. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


MILLARD  K.  MILLS 
AND  COMPANY 

Offering 

COMPLETE  PRACTICE  SURVEYS 
or 

CONSULTATION  ON 
SPECIFIC  CONCERNS 
for 

GROUPS  OR  INDIVIDUAL  DOCTORS 

Millard  K.  Mills,  President 
Certified  Professionai  Business 
Consultant 
40  years  experience 
Member:  Society  of  Professionai 
Business  Consultants 
★ ★★★** 

226  Alta  Vista  Avenue 
Waterloo,  lA  50703 
(319)  232-1197 
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Why  N ot  Treat  Your 
Practice  as  Well  as 
You  Treat  Your 
Patients? 


s business  professionals,  more  and  more 
physicians  are  looking  to  computer  systems 
to  dramatically  improve  productivity  and 
generate  timely  information  for  sound  financial 
management  and  superior  patient  care. 

Gain  Full  Control  of  Your  Practice 

Automate  your  business  with  a complete  medical 
practice  management  solution  from  Systems  Plus. 

The  Medical  Managef*^  manages  your  individual  or 
group  practice  from  the  moment  a new  patient  calls  for 
an  appointment  through  billing  and  patient  recall. 


- Comprehensive  Features  - accounts  receivable,  insurance 
billing,  appointment  scheduling,  clinical  history,  hospital 
rounds,  referring  doctor  information,  procedure  and 
diagnosis  history 


increased  efficiency,  productivity,  and  profita- 
bility while  gaining  tighter  control  over  the 
day-to-day  operations  of  their  businesses. 


-Accountability  - creates  over  100  detailed  office  manage- 
ment and  financial  reports.  Custom  Report  Generator 
available 


For  more  information  and  a thorough  demon- 
stration of  The  Medical  Manager,  contact 
Entre  Computer  Center. 


- Electronic  Media  Claims  Module  - increases  cash  flow  by 
reducing  insurance  payment  turnaround  time.  The  EMC 
module  submits  and  tracks  "paperless"  insurance  claims 
via  modem,  diskette,  or  tape  to  multiple  claims  centers 
nationwide 

- Flexibility  - supports  popular  hardware  and  multi-user 
operating  environments  including  PC  DOS-,  Concurrent 
DOS™,  Xenix®,  Unix®,  and  networks 

Over  the  past  7 years,  the  benefits  of  automating  medical 
practices  with  The  Medical  Manager  have  been  proven  in 
5,000  single  and  multi-user  installations  supporting  12,000 
physicians  nationwide.  Thousands  of  your  colleagues  have 


COmPUTGR  CGHTGR® 


1229  First  Avenue,  S.E.,  Cedar  Rapids,  lA  52402 
(319)  366-3600 


The  Medical  Manager  is  marketed  nationally  by  Systems  Plus,  Inc.  The  Medical  Manager  is  a 
registered  trademark  of  Personalized  Programming,  Inc.  Systems  Plus.  !nc.  and  its  logo  are  reg- 
istered trademarks  of  Systems  Plus,  Inc.  PC  CXDS  is  a registered  tradc;nark  of  IBM.  Concurrent 
PC  DOS  is  a trademark  of  Digital  Research.  Unix  is  a registered  tr.-‘  Jemark  of  AT&T.  Xenix  is  a 
registered  trademark  of  Microsoft  Corporation. 
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“AORTIC  AND  MITRAL  VALVULOPLASTY: 
REGISTRY  RESULTS” 
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BALTIMORE,  MARYLAND 

EDWARD  SINOFSKY,  PH.D. 
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CLINICAL  TRIALS” 
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“PERIPHERAL  ANGIOPLASTY:  A MERCY 
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PANEL  DISCUSSIONS:  MORNING  AND 
AFTERNOON  SESSIONS 


Approved  by  Mercy  Hospital  Medical  Center,  an  IMS-ac- 
credited CME  organization,  for  6 hours  Category  1/A.M.A. 
Physicians’  Recognition  Award. 
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Physician’s  Assistant  Fee  $25.00 
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MERCY  HOSPITAL  MEDICAL  CENTER 
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Post  Polio  Syndrome: 

A Common  Condition  in  Need 
of  Recognition 


ERICH  W.  STREIB,  M.D. 
Cedar  Rapids,  Iowa 


The  author  discusses  post  polio  syn- 
drome, a "new''  illness  suffered  by 
many  survivors  of  the  polio  epidemics 
in  the  1940s  and  1950s. 


Acute  poliomyelitis,  once  a threatening  ill- 
ness, has  become  virtually  extinct  in  the 
western  hemisphere  with  the  development  of 
an  effective  vaccine.  However,  there  are  an 
estimated  300-500,000  survivors  of  the  polio 
epidemics  of  the  40s  and  50s  in  the 
Many  have  developed  new  problems  30  to  40 
years  after  the  acute  disease. 

Symptoms  and  signs  of  this  “new"  illness 
range  from  excessive  fatigue,  joint  pain  and 
muscle  aching  to  progressive  muscle  atrophy 
and  weakness.  The  complex  is  called  post  po- 
lio syndrome  (PPS).  However,  if  progressive 
atrophy  and  weakness  predominate,  the 


Dr.  Streib  is  a neurologist  with  Internists,  P.C.  in  Cedar  Rapids. 


symptom  is  referred  to  as  post  polio  muscular 
atrophy  (PPMAj.^'^-^-^ 

Despite  recent  interest  in  the  PPS,  accu- 
rate knowledge  of  a pathogenic  mechanism 
and  a rational  treatment  program  for  these  pa- 
tients is  lacking.  This  paper  presents  an  over- 
view based  on  current,  available  literature  and 
personal  experience. 

Case  Material 

The  analysis  includes  16  patients  referred 
for  evaluation  of  possible  PPS.  All  had  a de- 
tailed neurologic  examination,  electromyelo- 
graphic  studies  and  physical  therapy  evalua- 
tion. Major  demographic  data  of  the  patients 
are  listed  in  Table  1.  Table  2 lists  the  final  di- 
agnosis in  these  16  patients.  Three  case  his- 
tories are  included  to  illustrate  particular  as- 
pects of  the  problem. 

Case  1 

This  43-year-old  man  presented  with  a 6- 
month  history  of  progressive  leg  weakness, 
wasting  of  the  left  calf  muscles  and  a contin- 
uous aching  discomfort  in  his  leg  muscles. 
There  were  no  other  neurologic  complaints. 

In  1953,  at  the  age  of  10,  he  suffered  from 
poliomyelitis.  Although  he  was  not  hospital- 
ized at  that  time,  he  had  difficulty  swallowing 
and  he  was  unable  to  walk.  He  was  able  to 
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TABLE  1 


Age 

Sex 

Age  of 
Polio 

Affected 

Part 

Present 

Complaint 

EMG 

Final  Diagnosis 
Cause  of  Symptoms 

37 

(1) 

F 

2 

Right  leg 

Right  leg  weakness 
Ankle  pain 

Severely  abnormal 
right  leg 

PPMA 

Traumatic  arthritis 

41 

(2) 

F 

2 

Quadriplegia 
no  respirator 

Excessive  fatigue 
Joint  pain 

Normal 

Obesity 
Sleep  apnea 

37 

(3) 

M 

2 

Quadriparesis 

Progressive  leg 
weakness 

Polyneuropathy 
Previous  polio 

PPS  and  Hereditary  Motor  Sensory 
Polyneuropathy 

39 

(4) 

M 

4 

Paraplegia 

Severe  fatigue 
Leg  weakness 

Abnormal  legs 

PPS 

Anxiety 

36 

(5) 

F 

1 

Quadriplegia 
no  respirator 

Chronic  back  pain 

Abnormal 

PPS  with  chronic  lumbosacral  radiculopathy 

42 

(6) 

M 

4 

RigFit-sided 

weakness 

Tremor  and  weakness, 
left  side 

Abnormal  right  side 

Parkinson's  disease 

43 

(7) 

M 

10 

Quadriparesis 

Left  leg  wasting  and 
weakness 

Abnormal  legs 

PPMA 

37 

(8) 

33 

(9) 

F 

2 

Quadriparesis 

Fatigue  tiredness 

Normal 

Anxiety  neurosis 

M 

4 

Right-sided 

Back  pain,  right 
shoulder  pain 

Abnormal 

PPS 

50 

(10) 

F 

10 

Paraplegia 

Back  pain,  hand 
numbness  and  arm 
pain 

Abnormal 

PPS  (chronic  back) 
Bilateral  CTS 

44 

(11) 

M 

5 

Quadriplegia 

Exercise  induced  leg 
weakness 

Abnormal 

PPMA 

57 

(12) 

F 

15 

Paraplegia 

Progressive  leg 
weakness 

Abnormal 

PPMA  versus  cauda  equina  syndrome 

58 

(13) 

F 

24 

Paraplegia 

Progressive  leg 
weakness 

Abnormal 

PPS  overuse 

58 

(14) 

F 

20 

Arm  weakness 

Neck,  arm  weakness 
Pain 

Normal 

Cervical  strain  unrelated  to  polio 

40 

(15) 

F 

3 

Paraparesis 

Progressive  arm  pain 
and  weakness 

Abnormal 

PPS  overuse 
Myofasciitis 

57 

(16) 

F 

26 

Paraplegia  left 
arm 

Hand  numbness 
Bilateral  arm  pain 

Abnormal 

Previous  polio 
Severe  bilateral  CTS 

walk  a year  later  without  crutches  or  braces. 
He  never  participated  in  varsity  sports  but 
played  18  holes  of  golf  regularly  until  the  onset 
of  these  current  symptoms.  His  general  health 
was  good  although  he  had  gained  18  pounds 
during  the  preceding  year. 

General  physical  examination  was  nor- 
mal. There  was  atrophy  of  the  left  calf  (30.5 
cm  as  compared  to  34  cm  on  the  right  side) 
and  mild  atrophy  of  the  left  thigh.  Biceps,  tri- 
ceps, knee  and  ankle  jerks  were  present  but 
the  left  ankle  jerk  was  depressed  compared  to 
the  right.  Plantar  responses  were  downgoing. 
Sensation  and  lumbosacral  spine  function  were 
normal.  A CT  and  MR  scan  of  the  lumbosacral 
spine  were  normal.  Somatosensory  evoked  re- 
sponses and  peroneal  and  posterior  tibial  nerve 
stimulation  and  nerve  conduction  studies  were 
within  normal  limits.  Needle  electrode  exam- 


ination (EMG)  revealed  a moderate  amount  of 
persistent  fibrillation  potentials  and  fascicu- 
lation  potentials  in  various  leg  muscles.  These 
changes  were  associated  with  severe  loss  of 
motor  unit  potentials  (MUP).  The  MUP's  were 
generally  large  although  a few  were  small  and 
polyphasic. 

Comment 

This  man  had  generalized  poliomyelitis  at 
the  age  of  10  with  good  recovery.  He  led  an 
active  social  and  physical  life  until  age  43.  Eval- 
uation at  this  time  indicated  subacute  pro- 
gressive leg  muscle  atrophy  with  EMG  evi- 
dence of  ongoing  motor  nerve  fiber 
degeneration.  A cauda  equina  syndrome  due 
to  nerve  root  or  spinal  cord  compression  was 
excluded  by  clinical,  electrophysiological  and 
radiographic  studies. 
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TABLE  2 

FINAL  DIAGNOSIS  RESPONSIBLE  FOR  PATIENT'S  MAJOR 
COMPLAINT  AND  DISABILITY 
(n  = 16) 


1 . PPS  "Nonspecific"  4 

2.  PPS  Related  conditions: 

Carpal  tunnel  syndrome  2 

Lumbosacral  radiculopathy  1 

3.  PPMA  4 

4.  Parkinson's  disease  1 

5.  Hereditary  motor  — sensory  — polyneuropathy  1 

6.  Patients  with  no  EMC  evidence  of  previous  polio  3 


Diagnosis  of  PPMA  was  made.  Treatment 
included  a reduction  in  the  amount  of  walking 
and  standing  by  this  patient,  coupled  with  an 
active  “cardiovascular"  exercise  program  us- 
ing his  arms  predominantly.  Weight  reduction 
was  also  stressed. 

Case  2 

A 57-year-old  woman  complained  of  in- 
termittent hand  numbness  associated  with  se- 
vere aching  of  the  forearms  and  arms  at  night. 
This  pain  was  particularly  severe  after  a day's 
work  as  a secretary. 

She  had  polio  at  age  26  with  severe  in- 
volvement of  the  legs.  She  used  crutches  for 
many  years,  but  now  used  a manual  wheel- 
chair which  she  propelled  with  her  strong 
arms. 

Examination  revealed  severe  bilateral  leg 
atrophy  and  weakness  with  absent  tendon  re- 
flexes. Muscle  bulk  and  strength  were  good  in 
the  upper  extremities.  Both  dorsiflexion  and 
palmar  flexion  of  the  wrist  produced  a numb- 
ness and  tingling  in  the  median  nerve  distri- 
bution. There  was  a positive  TineTs  sign  when 
percussing  the  median  nerve  at  the  wrist  bi- 
laterally. 

EMG  revealed  signs  of  previous  polio- 
myelitis which  were  severe  in  the  legs  and 
mild  in  the  arms.  In  addition,  there  was  severe 
bilateral  carpal  tunnel  syndrome. 

Comment 

Bilateral  carpal  tunnel  release  resulted  in 
resolution  of  her  current  major  problem.  The 
carpal  tunnel  syndromes  were  probably  re- 
lated to  her  initial  use  of  crutches  followed  by 
the  propelling  of  her  manual  wheelchair.  This 
demonstrates  a "secondary"  condition.^ 


Case  3 

This  42-year-old  right-handed  accountant 
experienced  progressive  left  arm  and  left  leg 
weakness  as  well  as  a left  hand  tremor  of  8 
months  duration.  He  had  poliomyelitis  at  age 
4 with  resultant  shortening  and  atrophy  of  his 
right  leg.  He  wore  a short  leg  brace.  He  had 
never  considered  himself  disabled  until  his  new 
symptoms  appeared. 

Examination  revealed  masked  facies,  de- 
creased spontaneous  movements  of  the  left  arm 
and  leg,  mild  left-sided  rigidity  and  action 
tremor  of  both  hand  and  leg.  The  right  leg  was 
atrophic. 

EMG  revealed  evidence  of  previous  polio 
in  the  muscles  of  the  right  and  left  leg.  Left 
arm  muscles  were  normal.  Laboratory  studies 
including  copper  metabolism  were  normal.  MR 
scan  of  the  head  was  normal. 

Comment 

A diagnosis  of  Parkinson's  disease  was 
made.  Although  this  patient  had  some  resid- 
ual from  poliomyelitis,  his  current  symptoms 
and  neurological  signs  were  not  related. 

Pathophysiological  Considerations 

Poliomyelitis  is  an  acute  viral  illness.  Only 
1 or  2%  of  humans  affected  by  the  poho  virus, 
however,  develop  a paralytic  illness.  In  at  least 
90%  of  affected  persons  the  disease  is  inap- 
parent.  Originally  believed  to  be  a childhood 
disease,  the  age  of  onset  of  poliomyelitis  stead- 
ily increased  in  the  western  hemisphere  in  this 
present  century.  It  was  quickly  recognized  the 
disease  was  more  severe  in  adults. “ The  in- 
troduction of  the  tank  respirator  enabled  se- 
verely affected  patients  to  survive  despite  con- 
siderable residuals. 

Using  monkeys,  Bodian  demonstrated 
most  motor  nerve  cells  in  the  spinal  cord  and 
brain  stem  are  infected  with  the  virus  during 
the  acute  phases  of  the  illness. Many  neurons 
die.  These  neuronal  changes  were  observed  in 
severely  affected  animals  and  in  those  animals 
with  relatively  minor  weakness  and  complete 
clinical  recovery. 

Improved  muscle  strength  during  recov- 
ery from  poliomyelitis  occurs  in  one  of  2 ways. 

• Some  of  the  nerve  cells  may  functionally 
recover. 

• Through  collateral  reinnervation;  via  this 

(Continued  next  page) 
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means,  surviving  intact  nerve  cells  send  col- 
lateral sprouts  from  their  distant  intact  axons 
to  the  "orphaned  muscle  fibers"  which  they 
would  otherwise  not  innervate. 

By  this  mechanism,  a motor  nerve  cell  can 
increase  its  territory  3-4  times. Thus,  a motor 
nerve  cell  of  the  lumbar  cord  which  initially 
innervated  500  muscle  fibers  of  the  calf  muscle 
via  collateral  reinnervation  may  supply  2000 
muscle  fibers.  This  4-fold  increase  in  muscle 
fibers  increases  the  metabolic  demands  on 
these  motor  neurons  tremendously.  The  prob- 
ability a recovered  nerve  cell  may  be  more  vul- 
nerable to  injury  due  to  this  increased  meta- 
bolic demand  is  one  possible  cause  of  late 
development  of  progressive  weakness. ^ 

This  collateral  reinnervation  and  subse- 
quent change  in  the  size  of  the  motor  unit  is 
of  paramount  diagnostic  importance  since  it 
results  in  rather  dramatic  electromyographic 
changes.  These  EMG  changes  have  been  found 
in  all  muscles  of  all  polio  patients  with  signs 
of  wasting  and  weakness;  even  more  impor- 
tant is  that  these  EMG  changes  are  also  present 
to  a lesser  degree  in  muscles  with  full  clinical 
recovery . 3,6-9,19,24 

Thus,  an  electromyelographic  examina- 
tion not  only  determines  whether  or  not  a pa- 
tient was  previously  affected  with  poliomye- 
litis but  quantitates  the  severity  of  the  disease. 
Normal  EMG  findings  in  muscles  of  a symp- 
tomatic limb  absolutely  exclude  EPS  as  an  eti- 
ologic  factor.  Although  it  was  initially  believed 
the  EMG  also  allows  one  to  distinguish  be- 
tween chronic  poliomyelitis  and  PPMA,  this 
has  been  recently  questioned. 

Post  Polio  Syndrome 

Isolated  cases  of  patients  who  suffered 
from  acute  polio  as  children  and  later  devel- 
oped progressive  muscular  atrophy  have  been 
known  for  over  100  years. This  de- 
layed or  late  progressive  muscular  atrophy  has 
been  compared  to  amyotrophic  lateral  scle- 
rosis (ALS)  by  some  authors.  The  possible  re- 
lationship between  the  previous  poliomyelitis 
and  the  later  development  of  ALS  stimulated 
many  of  the  recent  large  studies  of  polio  sur- 
vivors. 

Halstead  et  al  sent  questionnaires  to  a large 
number  of  patients  with  previous  polio  and 
prospective  studies  were  done  by  some  cen- 
ters. Their  results  and  our  own  experi- 
ences are  similar.  Not  surprisingly,  these  pa- 


tients complain  about  a variety  of  new 
symptoms  in  addition  to  progressive  weak- 
ness and  atrophy.  The  most  common  current 
problems  were  fatigue,  joint  and  muscle  pain 
and  weakness  in  previously  affected  and  un- 
affected muscles.  In  some  patients,  this  ne- 
cessitated renewed  bracing  or  return  to  a 
wheelchair.  Difficulty  with  sleep  and  deteri- 
oration of  respiratory  function  were  other 
common  complaints. Dalakas  and  asso- 
ciates classify  patients  with  post  polio  syn- 
drome in  the  following  clinical  categories:^ 

• Patients  with  simple  deterioration  of 
function  associated  with  joint  pain  but  with 
subsequent  apparent  stabilization  of  muscle 
function. 

• Patients  with  compressive  neuropathies 
such  as  carpal  tunnel  syndrome,  ulnar  nerve 
neuropathy  or  brachial  plexus  neuropathy  sec- 
ondary to  chronic  use  of  crutches  and/or 
wheelchairs. 

• Patients  with  cervical  or  lumbar  ra- 
diculopathy on  the  basis  of  spinal  deformities. 

• New,  slowly  progressive,  predomi- 
nantly focal  muscle  weakness  in  1 or  2 limbs. 

Loss  of  muscle  strength  was  variable  and 
slow  in  all  the  studies. None  of  these 
patients  developed  generalized  muscle  weak- 
ness or  wasting  or  pyramidal  tract  signs,  fea- 
tures required  for  a diagnosis  of  ALS.  Factors 
at  the  onset  of  polio  which  were  most  strongly 
associated  with  delayed  symptoms  included 
the  need  for  hospitalization,  onset  after  the 
age  of  10  years,  quadriplegia  or  ventilator  as- 
sistance.^'^ These  criteria  obviously  imply 
greater  severity  of  the  initial  acute  illness. 

Management  of  Post  Polio 
Syndrome 

Management  of  patients  with  post  polio 
sequela  begins  with  a complete  evaluation  by 
the  physician  to  exclude  other  causes  for  their 
symptoms,  e.g.  anemia,  hypertension,  thy- 
roid disease,  etc.  A detailed  neurological  as- 
sessment is  required  to  determine  whether  or 
not  the  new  problems  are  related  to  previous 
polio  or  an  unrelated  neurologic  disorder. 
Treatable  conditions  in  patients  with  polio- 
myelitis include  obesity,  progression  of  or- 
thopedic abnormalities,  myofascitis  or  fibro- 
sitis  syndromes.  EMG's  should  be  done  on  all 
patients  to  exclude  the  possibility  of  an  en- 
trapment neuropathy  or  radiculopathy  as  cause 
of  the  new  symptoms.  The  EMG  will  accu- 
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rately  reflect  the  severity  of  the  initial  insult  to 
the  motor  nerve  cells. 

A normal  EMG  excludes  poliomyelitis  as 
an  etiologic  factor;  severe  EMG  changes  may 
indicate  the  presence  of  old  disease  as  well  as 
ongoing  muscle  fiber  degeneration  in  patients 
with  late  renewed  progressive  weakness. 

Utilization  of  an  exercise  or  strengthening 
program  has  been  the  source  of  some  contro- 
versy. Bennet  has  stated  it  is  possible  to  over- 
use a partially  denervated  muscle  to  such  an 
extent  that  longstanding  muscle  impairment 
results. Many  of  our  patients  and  those 
quoted  in  the  literature  have  had  similar  ex- 
periences.We  suggest  that,  if  by  clinical 
and  EMG  examination,  the  cause  of  muscle 
weakness  is  secondary  to  disuse  atrophy,  the 
usual  strengthening  exercises  should  be  em- 
ployed without  regard  to  fatigue. 

If  the  weakness  is  due  to  late  progression 
of  polio,  the  muscles  or  limbs  in  question 
should  be  used  less  through  appropriate  brac- 
ing or  the  use  of  a wheelchair  or  be  subject  to 
a slow  and  judicious  strengthening  exercise 
program.  This  exercise  must  be  nonfatigu- 
ing. Because  load  changes  must  be  made  very 


slowly  to  avoid  fatigue  or  muscle  pain,  much 
time  is  required  before  any  positive  changes 
may  be  seen.  A nonfatiguing  exercise  program 
is  frustrating  to  the  patient  and  therapist. 

Any  improvement  in  general  condition- 
ing and  cardiac  endurance  will  reduce  symp- 
toms of  fatigue  and  pain  in  all  patients.  We 
recommend  these  patients  undergo  a super- 
vised graded  exercise  program  adapted  to  the 
individual's  physical  limitations.^^  Thus,  with 
severe  leg  weakness,  an  arm  ergometer  could 
be  used;  with  predominant  upper  extremity 
disability,  a bicycle  ergometer.  Manual  wheel- 
chair ambulation  could  be  part  of  an  exercise 
program  to  increase  upper  extremity  strength 
and  cardiovascular  fitness. 

Although  it  is  anticipated  post  polio  syn- 
drome will  become  extinct,  affected  persons 
deserve  understanding,  guidance  and  evalu- 
ation by  physicians  and  health  care  personnel. 
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The  Editor  Comments 


Pharmacy  and  Medicine 


The  pharmacists  of  ancient  egypt  were 
meticulous  and  tenacious.  Their  spirit  of 
investigative  research  would  seem  like  mad- 
ness by  today's  standards.  They  investigated 
all  parts  of  plants,  tapped  metallic  and  min- 
eral sources  and  any  part  of  any  animal  was 
considered  of  possible  medicinal  use.  The 
pharmacist  was  concerned  not  only  with 
medicinals  but  with  fragrances  and  cosmet- 
ics. Occasionally  their  medicinal  concoctions 
served  the  patient  well;  but  most  were 
inactive  substances  based  on  superstition. 

Some  of  their  concoctions  were  not  too 
far  removed  from  pharmaceuticals  of  today. 
Many  of  their  prescriptions  were  concocted 
with  yeasts  and  molds.  Were  the  patients  of 
antiquity  receiving  a crude  form  of  penicil- 
lin? Such  has  been  the  history  of  pharmacy. 

This  issue  of  iowa  medicine  is  dedicated 
to  our  pharmacist  friends.  Physicians  de- 
pend on  the  skills  of  the  pharmacist  to  dis- 
pense the  medicinals  we  prescribe.  In  hospi- 
tals we  depend  on  pharmacists  to  prepare 
intravenous  solutions.  The  pharmacist  can 
be  a valuable  help-mate  in  our  concerns  re- 
garding compatabilities  of  various  drugs, 
possible  harmful  incompatabilities  of  several 
preparations  as  well  as  concerns  that  one 
preparation  may  be  more  efficacious  than 
another. 

Sometimes  concern  arises  regarding  the 
separate  responsibilities  of  physicians  vs 
pharmacists  and  dispensing  of  drugs.  Physi- 
cians may  resent  pharmacists  dispensing 


medical  advice  along  with  fulfillment  of  a 
prescription.  On  the  other  hand,  the  phar- 
macist may  take  offense  that  in  some  areas 
physicians  dispense  drugs. 

These  are  "turf"  battles  in  some  in- 
stances, but  it  would  seem  cooperation  be- 
tween the  professions  can  solve  these  prob- 
lems. It  is  becoming  more  commonplace  for 
pharmacies  to  record  drugs  dispensed  to  a 
given  patient.  Such  a service  is  invaluable  to 
detect  possible  incompatabilities  or  overdos- 
age of  a given  drug.  Patients  sometimes  seek 
advice  from  several  physicians  and  could 
possibly  get  a repetition  of  another  prescrip- 
tion. Usually  patients  patronize  their  favorite 
pharmacy;  thus  the  pharmacist  with  the  aid 
of  a computer  can  detect  such  problems  and 
call  them  to  the  attention  of  the  physician. 

There  are  many  small  towns  which  can 
support  a physician  but  not  a pharmacy.  For 
the  convenience  of  the  patient  it  is  nearly 
mandatory  for  the  physician  to  dispense  me- 
dicinals. In  a larger  town  this  need  not  be 
the  case.  Yet,  the  wholesale  pharmaceutical 
industry  continues  to  woo  physicians  to  dis- 
pense their  products  with  the  lure  of  in- 
creased revenue. 

Putting  aside  these  points  of  contention, 
we  of  IOWA  MEDICINE  salute  the  pharmacists 
and  the  pharmaceutical  industry.  Like  sepa- 
rate drugs  given  for  the  good  of  the  patient, 
our  professions  can  be  compatible  and  bene- 
ficial for  the  most  important  reason  — the 
patient.  — M.E.A. 


March  1989 


121 


Richard  M.  Caplan^  M.D. 

CME  Notebook 


Knowing  and  Knowing  Not 


A SPEAKER  I recently  heard  commented  re- 
garding continuing  medical  education, 
'There  has  been  an  alarming  increase  in  the 
number  of  things  I know  nothing  about." 
The  comment  "hit  me  where  I live."  Possi- 
bly you  sometimes  feel  that  way,  too.  But 
that  sense  of  ignorance  — call  it  a "knowl- 
edge gap"  if  that  feels  better  — is  what  fuels 
the  engine  of  motivation  to  learn  something 
new.  The  Greek  stoic  Epictetus  said,  "It  is 
impossible  for  anyone  to  begin  to  learn  what 
he  thinks  he  already  knows." 

That  aphorism  recalls  the  well  known  4- 
part  adage  that  begins,  "He  who  knows  and 
knows  that  he  knows.  ..."  You  know  the 
rest  of  it,  so  I'll  simply  invite  you  to  pause 
to  discover  if  its  4 sections  indeed  include 
the  situation  described  by  Epictetus.  For  me 
his  person  is  not  encompassed  among  those 
traditional  4 categories,  although  perhaps  a 
case  could  be  made  to  consider  him  a sub- 
division of  "knows  not  and  knows  not  that 
he  knows  not." 

These  categories  usually  are  taken  to  re- 
fer to  information  already  known  (by  some- 
body). How  goes  it  when  one  considers  in- 
novation, true  creativity?  One  response  to 
this  question  is  that  credited  to  Goethe; 
"Everything  has  been  thought  of  before.  . . . 
The  task  is  to  think  of  it  again."  This  com- 
ment has  an  intriguing  attractiveness  to  it, 
and  may  be  shown  to  be  correct  for  many 
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instances.  Seldom  would  I challenge  the  in- 
tellectual power  of  Goethe,  but  I think  his 
statement  partially  incorrect,  although  a true 
proof  that  a "new"  idea  has  never  been 
thought  of  before  obviously  cannot  be  ac- 
complished. 

I cannot  believe  there  is  not  a true  first 
time  for  a thought  or  idea,  just  as  some  acts 
(first  stepping  on  the  moon)  or  products  (the 
Mona  Lisa,  chocolate  chips)  were  at  some 
point  really  new.  William  Harvey  is  given 
credit  for  conceiving  the  circulation  of  the 
blood  by  describing  the  heart  in  1628  as 
functioning  "like  a pump."  The  notion  is 
viewed  as  a tremendous  advance,  yet  some 
might  ask  how  it  had  not  been  advanced 
long  before.  The  answer  surely  lies  partly  in 
the  fact  that  only  about  then  did  the  inven- 
tion of  a mechanical  pump  come  into  techni- 
cal and  general  vocabulary  and  awareness. 
Also,  since  Harvey  did  not  know  of  capillar- 
ies, he  truly  couldn't  explain  the  complete 
mechanism  that  his  logic  and  ingenious 
demonstrations  insisted  upon. 

Thinking  gives  rise  to  thought  (a  tautol- 
ogy, of  course)  but  these  thoughts  can 
"combine,"  or  associate  to  produce  what 
must  be  new  constructs  or  abstractions. 

They  may  even  be  fruitful  in  practical  ways. 
They  can  certainly  be  fun  to  experience, 
even  though  such  combinations  are  also  the 
weird  or  frightening  sensations  we  call 
nightmares.  The  trick  is  to  remember  the 
useful  new  juxtapositions  of  thought,  and 
just  repress  the  nightmares.  Good  luck! 
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SCIENTIFIC  SESSION 


The  1989  Scientific  Session  of  the  Iowa  Medical 
Society  will  be  held  In  conjunction  with  the  Annual 
Meeting  of  the  IMS  House  of  Delegates  April  21,  22 
and  23  at  the  Savery  Hotel  in  Des  Moines.  There  wili 
be  a full  day  of  scientific  programming  on  Friday, 
April  21  beginning  at  8:50  a.m.  and  concluding  at 
4:30  p.m.  A 2-hour  risk  management  session  is 
scheduled  from  3 p.m. -5  p.m.  Saturday,  following 
the  opening  session  of  the  House  and  reference 
committee  hearings.  On  Sunday,  the  Scientific  Ses- 
sion will  conclude  with  a special  panel  discussion 
on  “Ethical  Issues  in  Obstetrics  and  Pediatrics”.  Fol- 
lowing a brief  recess,  the  final  session  of  the  House 
of  Delegates  will  convene  at  10  a.m. 

The  program  is  designed  specifically  to  enhance  the 
physician’s  medical  knowledge  and  professional 
competence.  The  meeting  is  open  to  all  IMS 
members  and  their  guests. 


PRESIDENT'S  GREETING 


Attendance  at  IMS  Scientific  Sessions  and  Annual 
Meetings  provides  opportunities  for  physicians  to 
discuss  important  medical-  socioeconomic  issues 
and  to  see  old  friends  and  make  new  ones. 

The  Program  Committee  has  designed  an  excelient 
series  of  presentations  that  should  be  of  value  and 
Interest  to  physicians  in  ail  specialities.  Speakers 
from  Iowa  and  several  other  states  will  be  on  hand 
to  make  formal  presentations  and  to  respond  to 
questions  and  comments  from  physicians  in 
attendance. 

I take  this  opportunity  to  express  my  gratitude  to  all 
members  of  the  IMS  for  their  cooperation,  assis- 
tance and  support  during  the  past  year.  Serving  as 
IMS  president  has  been  a very  rewarding  and  enjoy- 
able experience  for  me. 

Daniel  Youngblade,  M.D. 

President,  Iowa  Medical  Society 


HOTEL  RESERVATIONS 


The  Savery  Hotel,  4th  and  Locust,  Des  Moines,  is 
headquarters  for  the  Scientific  Session  and  Annual 


Meeting.  All  sessions  will  be  held  on  the  Mezzanine 
Level.  Room  reservations  may  be  made  by  writing 
directly  to  the  Hotel  or  calling  the  reservation  desk 
(515/  244-2151).  Please  ask  that  rooms  be  taken 
from  the  block  reserved  by  the  IMS.  A special  rate 
has  been  arranged  for  physicians  attending  the 
sessions. 


PROGRAM  COMMITTEE 


Donald  Lulu,  M.D.  (chairman),  Des  Moines;  Charles 
Jons,  M.D.,  Ames;  Gerald  McGowan,  M.D.,  Sioux 
City;  Wayne  Rouse,  M.D.,  Boone;  and  Paul  See- 
bohm,  M.D.,  Iowa  City. 


DR.  LULU 


DR.  JONS  DR.  MCGOWAN 


DR.  ROUSE 


DR.  SEEBOHM 


PROGRAM 


FRIDAY,  APRIL  21 
SAVERY  HOTEL 


8:00  A M.  - REGISTRATION/ 
INFORMATION 
EARLY  BIRD  CONTINENTAL 
BREAKFAST 


GENERAL  SESSION 


8:50  A M.  - WELCOMING 
REMARKS 

Daniel  Youngblade,  M.D. 

Sioux  City 

President,  Iowa  Medical 
Society 


DR.  YOUNGBLADE 


9:00  A.M.  - TRANSFUSION 

TRANSMITTED  DISEASES 

Ronald  Strauss,  M.D. 

Professor 

Departnnent  of  Pathology 
and  Pediatrics 


DR.  STRAUSS  DR.  GROVER-MCCAY 

College  of  Medicine 
University  of  Iowa 
Iowa  City,  Iowa 
Medical  Director, 

DeGowin  Blood  Center 
U of  I Hospitals/Clinics 

9:30  A M.  - POSITRON  EMISSION 
TOMOGRAPHY  (PET) 

(Erskine  Memorial 
Lecture) 

Nancy  Andreason,  M.D. 

Professor 

Department  of  Psychiatry 
College  of  Medicine 
University  of  Iowa 
Iowa  City,  Iowa 

Maleah  Grover-McKay,  M.D. 

Assistant  Professor 
Departments  of  Internal 
Medicine  and  Radiology 
College  of  Medicine 
University  of  Iowa 
Iowa  City,  Iowa 

Peter  Kirchner,  M.D. 

Professor 

Department  of  Radiology 
College  of  Medicine 
University  of  Iowa 
Iowa  City,  Iowa 


Q AND  A SESSION 
11:15  A.M. -RECESS 
1 1 :30  A M.  - GERIATRIC  PSYCHIATRY 

James  Davis,  M.D. 

Associate  Professor  of 
Psychiatry 
College  of  Medicine 
University  of  Nebraska 
Omaha,  Nebraska 


DR.  GRAHAM 


12:00  NOON -RECESS 

12:15  P.M. -LUNCHEON 
PROGRAM 

IMPACT  OF  GOVERNMENTAL 
REGULATIONS  ON 
MEDICAL  PRACTICE 

(Annual  Family 
Practice  Lecture/ 

Waterloo  Medical 
Society  Memorial) 

Robert  Graham,  M.D. 

Executive  Vice  President 
American  Academy  of 
Family  Physicians 
Kansas  City,  Missouri 


DR.  SHEEHAN  DR.  BEAHRS 


1:15  P.M.  - PANIC  SYNDROME 

David  Sheehan,  M.D. 

Professor  of  Psychiatry 
University  of  South  Florida 
College  of  Medicine 
Tampa,  Florida 

2:30  P.M.  - RECESS 

3:00  P.M.  - PERSPECTIVES: 

RESOURCE  BASED 
RELATIVE  VALUE 
STUDIES 

(Baldridge- 
Beye  Memorial 
Lecture/Iowa 
Medical 
Foundation) 


1989  IMS  ANNUAL  BANOUET 
SATURDAY,  APRIL  22,  7:00  P.M. 

•Presentation  of  Awards 
•Special  Guests  including 
nationally  known  writer 
and  researcher 
Darold  Treffert,  M.D. 

JOIN  US! 


An  Overview  of  a Cost-Based 
Fee  Schedule 
Glenn  Hammons,  M.D. 
Deputy  Director 
Physician  Payment 
Review  Commission 
Washington,  D.C. 

Responses: 

Oliver  Beahrs,  M.D. 

Emeritus  Staff 
Mayo  Foundation 
President,  American 
College  of  Surgeons 
Rochester,  Minnesota 

Alan  Nelson,  M.D. 

President-Elect, 

American  Medical 
Association 


Salt  Lake  City,  Utah 


DR.  NELSON 


SATURDAY,  APRIL  22 
SAVERY  HOTEL 


7:30  A M.  - EARLY  BIRD 

CONTINENTAL  BREAKFAST 

(Courtesy  of  Blue  Cross/ 

Blue  Shield) 

8:30  A.M.  - OPENING  SESSION, 
HOUSE  OF  DELEGATES 


1:30  P.M. -REFERENCE 

COMMITTEE  HEARINGS 

3:00  P.M.  - RISK  MANAGEMENT 

A 2-hour  session  on  risk 
management  will  be  arranged 
by  the  Iowa  Physicians 
Mutual  Insurance  Trust 
(I  PM  IT).  Two  hours  of 
credit  toward  the  IPMIT 
requirement  of  4 hours 
education  in  risk  management 
will  be  awarded  to 
IPMIT  insureds. 

5:00  P.M.  - ADJOURNMENT 
6:00  P.M.  - PRESIDENT’S 
RECEPTION 

(Hosted  by  the  University  of 
Iowa  College  of  Medicine  and 
Foundation) 

7:00  P.M.  - ANNUAL  BANQUET 
GUEST  SPEAKER  - Darold 
Treffert,  M.D. 

Fond  du  Lac,  Wisconsin 


DR. TREFFERT 


SUNDAY,  APRIL  23 
SAVERY  HOTEL 


7:30  A M.  - EARLY  BIRD 

CONTINENTAL  BREAKFAST 

(Courtesy  of  Blue  Cross/ 

Blue  Shield) 


LUNCHEON 


DR.  NIEBYL  DR.  WEIR 


8:00  A.M.  - ETHICAL  ISSUES 
IN  OBSTETRICS  AND 
PEDIATRICS 

Jennifer  Niebyl,  M.D. 

Professor  and  Head 
Department  of  Obstetrics 
and  Gynecology 
College  of  Medicine 
University  of  Iowa 
Iowa  City,  Iowa 

Robert  Weir,  Ph.D. 

Professor 

Department  of  Pediatrics 
Director,  Program  in 
Medical  Ethics 
College  of  Medicine 
University  of  Iowa 
Iowa  City,  Iowa 

Moderator: 

Paul  Seebohm,  M.D. 

Consultant  to  the  Dean 
College  of  Medicine 
University  of  Iowa 
Iowa  City,  Iowa 

9:30  A M.  - ADJOURNMENT 

1 0:00  A M.  - FINAL  SESSION, 
HOUSE  OF  DELEGATES 


Robert  Graham,  M.D.,  Kansas  City,  executive  vice 
president  of  the  American  Academy  of  Family  Phy- 
sicians, will  be  the  luncheon  speaker  on  Friday, 
beginning  at  12:15  p.m.  His  topic  will  be  “The 
Impact  of  Governmental  Regulations  on  Medical 
Practice”.  It  has  been  designated  as  the  Family 
Practice  Annual  Lecture/Waterloo  Medical  Society 
Memorial. 

Before  assuming  his  duties  with  the  AAFP  in 
October,  1985,  Dr.  Graham  had  an  extensive  back- 
ground in  government  service  as  administrator  of 
the  Health  Resources  and  Services  Administration 
of  the  Department  of  Health  and  Human  Services, 
Assistant  Surgeon  General  in  the  U.S.  Public  Health 
Service  and  staff  member  of  Senator  Edward 
Kennedy’s  U.S.  Senate  Subcommittee  on  Health 
Scientific  Research.  He  also  served  as  executive 
secretary  of  the  Graduate  Medical  Education 
National  Advisory  Committee. 


BANQUET 


Darold  Treffert,  M.D.  of  Fond  du  Lac,  Wisconsin, 
nationally  known  researcher  and  writer,  will  be  a 
special  guest  at  the  IMS  Annual  Banquet  Saturday 
evening,  April  22  at  7 P.M.  Dr.  Treffert,  a psychia- 
trist, has  become  well  known  across  the  country  for 
his  interest  and  writings  in  the  area  of  the  rights  of 
the  mentally  ill  and  their  families.  His  speaking  and 
writing  interests  include  prevention  in  the  mental 
health  area  under  the  title  of  “Mellowing:  An  Alterna- 
tive to  Coping”.  He  has  appeared  on  many  national 
news  programs. 

A President’s  Reception  hosted  by  the  University  of 
Iowa  College  of  Medicine  and  the  University  of  Iowa 
Foundation  will  precede  the  banquet  from  6-7  P.M. 


AMA  PRESIDENT-ELECT 


Alan  Nelson,  M.D.,  of  Salt  Lake  City,  Utah, 
president-elect  of  the  American  Medical  Associa- 
tion, will  be  a special  guest  at  the  meeting.  He  will 
take  part  in  a panel  discussion  regarding  the 
Resource-Based  Relative  Value  Studies  on  Friday 
and  will  address  the  IMS  House  of  Delegates  on 
Sunday  morning. 


CME  CREDIT 


The  1989  Scientific  Session  of  the  Iowa  Medical  Society  is  jointly  sponsored  by  the  University  of  Iowa  College  of  Medi- 
cine. The  University  of  Iowa  College  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  to  sponsor  continuing  medical  education  for  physicians,  and  designates  this  CME  activity  as 
meeting  the  criteria  for  9 hours  in  Caiegory  1 of  the  Physicians  Recognition  Award /American  Medical  Association.  The 
program  has  also  been  approved  for  9.75  hours  of  prescribed  credits  by  the  American  Academy  of  Family  Physicians. 

Physicians  insured  by  IPMIT  will  receive  2 hours  credit  toward  IPMlT’s  educational  requirement  for  attending  Saturday 
afternoon’s  2-hour  Risk  Management  session. 


ACKNOWLEDGMENTS 


The  physician  members  of  the  Iowa  Medical  Society  give  special  thanks  to  the  companies  listed  below  for  the  educa- 
tional grants  provided  to  support  the  1989  Scientific  Session.  Appreciation  is  also  extended  to  Blue  Shield  for  the  cof- 
fee functions  and  to  the  University  of  Iowa  Foundation  and  College  of  Medicine  for  hosting  the  President’s  Reception. 


Ayerst  Laboratories 

Blue  Cross/Blue  Shield  of  Iowa 

Eli  Lilly  and  Company 

E.R.  Squibb  & Sons 

Iowa  Foundation  for  Medical  Care 


Roche  Laboratories 
Sobering  Corporation 
Smith  Kline  & French  Laboratories 
The  Upjohn  Company 


REGISTRATION  FORM 


1989  SCIENTIFIC  SESSION  REGISTRATION  FORM 

Please  detach  and  return  this  form  to  IMS  HEADQUARTERS 


I PLAN  TO  ATTEND:  PLEASE  CHECK  NUMBER  ATTENDING 

The  Scientific  Session 

On  Friday,  April  21  

On  Saturday,  April  22  

On  Sunday,  April  23  

Friday  Luncheon  Program  ($10.50)  

Saturday  Annual  Banquet  ($25.00)  


Advance  payment  for  meai  functions  is  weicomed  and  encouraged. 
Please  make  checks  payable  to  the  IOWA  MEDICAL  SOCIETY. 

Name  (Please  print) 

Address 


Room  reservations  should  be  made  directly  with  the  Savery  Hotel 

Call  515/244-2151 


TREAT  YOURSELF 
FOR  A CHANGE. 


Special  Avis  rates  and  discounts  for  members  of 


IOWA  MEDICAL 
SOCIETY 


for  intermediate 
group  car. 


Avis  features  GM  cars. 
Chevrolet  Beretta. 


You’re  always  busy 
attending  to  others. 

And  now  Avis  is  “trying 
harder”  to  attend  to  you, 
saving  you  time  as  well 
as  money,  whenever  you 
reserve  a car. 

Your  membership  entitles 
you  to  special  low  rates 
and  discounts  when  you  rent 
at  Avis  in  the  U.S.  You  can 
receive  a 10%  discount,  for 
example,  on  Avis  SuperValue 
Weekly  Rates  and  5%  off 
SuperValue  Weekend  Rates. 

You  can  also  receive  special 
daily  rates,  like  an 
intermediate-group  car  for 
just  $39  a day. 

Avis  offers  many  state-of-the- 
art  services  to  expedite  your 
rentals  and  returns  as  well. 

Avis  Rapid  Returns^and  Roving 


Rapid  Return,  for  example, 
are  our  “fast  and  faster” 
ways  to  return 
your  Avis 
car,  without 
waiting 
in  rental 
counter  lines. 
They’re  available  at 
many  U.S.  airport  locations 
for  charge  customers  who 
require  no  modification 
of  their  rental  charges. 

When  you  need  a rental 
car,  treat  yourself  to  Avis. 
For  information  and 
reservations,  call  Avis 
toll  free: 
1-800-331-1212 

Be  sure  to  mention  your 
Avis  Worldwide  Discount 
number:  A/A675900 


Rates  and  discounts  are  available  at  Avis  corporate  and  participating  licensee  locations  in  the  U.S.  Daily  rates  are  nondiscountable  and  not  available  at 
LaGuardia,  JFK  and  Newark  airports  or  at  Manhattan  locations  during  weekends  and  specified  holiday  periods.  Additional  per-day  surcharge  applies  in  certain 
major  metropolitan  areas  and  their  airports.  Discounts  not  applicable  on  tour  package  and  presold  rates.  Rates,  discounts  and  additional  charges  subject  to 
change  without  notice.  There  is  an  additional  per-mile  charge  for  miles  in  excess  of  the  free  mileage  allowance.  Cars  and  particular  car  groups  subject  to 
availability  and  must  be  returned  to  renting  location  or  one-way  fee  will  apply.  Refueling  service  charge,  taxes,  optional  CDW  ($9.95/day,  higher  in  certain 
locations),  PAI,  PEP  and  All  are  not  included.  Renter  must  meet  standard  Avis  age,  driver  and  credit  requirements.  © 1988  Wizard  Co.,  Inc. 


Worth  a Look!  New  From 
IOWA  MEDICAL  SOCIETY 


Reduce  Your 
Taxes 

and  Strengthen 
Your  Security  with 

The 

Prime  Financial 
Benefit  Trust 


Greater  Security 
Reduced  Taxes 
Effective  Financial 
Planning 

□ Tax  deductible  contributions 

□ Flexible  funding  to  suit  your  cash  flow 
needs 

□ Assets  secured  from  creditors  in  most 
cases.  Product  backed  by  A+  Superior 
rated  insurance  company 

□ Taxes  deferred  on  assets  held  by  the 
insurance  company 


□ Compatible  with  existing  retirement 
plans,  IRAs  and  Keogh  Plans 

□ Low  set-up  and  maintenance  costs 

□ You  may  terminate  the  plan  at  any  time 

□ No  tax  penalty  for  early  withdrawal 


For  information,  call 
David  Black 
Benefit  Consultant 
The  Prouty  Company 
800/798-1012  or  515/226-9000 
or 

IMS  SERVICES 

800/642-6054  or  515/223-2816 


Practice  Management 


Nursing  Shortage: 
Focusing  on  Priorities 


The  nursing  shortage  is  negatively  im- 
pacting hospitals  and  other  health  care 
organizations.  The  shortage  is  sure  to  worsen. 

Many  solutions  have  been  offered.  Most 
remedies  suggested  address  the  symptom  of 
the  problem  but  do  not  necessarily  identify  the 
underlying  problems.  Hospitals  and  other 
health  care  organizations  should  do  a check  to 
rate  the  organization  and  identify  problem 
areas 

Checklist  for  Identifying 
Problems 

The  following  checklist  is  suggested  by 
Mary  Mallison,  editor,  American  Journal  of 
Nursing: 

• 20%  of  hospital  based  nurses  leave  their 
jobs  early.  What  is  your  turnover?  The  average 
age  for  an  RN  in  a hospital  is  38  years.  What 
is  the  average  age  of  your  nurses?  Are  you 
failing  to  retain  nurses  through  their  working 
years? 

• The  National  Association  for  Health  Care 
Recruitment  estimates  replacing  RNs  costs 
$1,300-$!, 600.  The  American  Hospital  Asso- 
ciation says  costs  are  actually  $10,000-$15,000 
per  turnover  (including  temporary  staff,  reg- 
istry staff  and  a 6-week  orientation  program). 
Do  you  spend  the  same  amount  of  money  on 
retention  as  you  do  on  recruitment? 

• Do  executives  who  supervise  nurses  at- 
tend board  of  trustees  meetings? 

• Quality  of  care  improves  when  physi- 


This  article  was  authored  by  Delores  Moyer,  RN,  health  care  con- 
sultant and  Bernie  Hess,  health  care  partner,  both  with  McGladrey  & 
Pullen,  Des  Moines. 


cian/nurse  relationships  are  collaborative.  What 
is  the  physician/nurse  climate  in  your  insti- 
tution? 

• Over  80%  of  hospitals  had  higher  acuity 
levels  in  1988  than  in  1987.  Have  your  staffing 
levels  kept  pace  with  your  acuity  ratings?  Is 
your  acuity  rating  system  accurate? 

• Only  15%  of  hospitals  offer  cafeteria 
benefits  or  flexible  benefits.  Does  your  hospital 
offer  flexible  benefits  or  services  such  as  day 
care  or  sick  care  for  employees'  children? 

• Nurses'  incomes  should  double  after 
about  10  years  of  experience  and  triple  by  re- 
tirement. What  does  your  hospital  do  about 
wage  compression? 

• A hospital's  reputation  for  nursing  care 
influences  a patient's  choice  of  hospital  and 
affects  physician  recruitment.  What  is  your  in- 
stitution doing  to  promote  a positive  image  in 
nursing? 

Problem  identification  and  priority  setting 
within  an  organization  are  important  factors 
which  should  be  considered  before  an  expen- 
sive recruiting  and  retention  program  is  initi- 
ated. 

Priority  setting  in  the  1990s  is  the  watch- 
word for  any  organization.  Often  an  organi- 
zation will  establish  a strategic  plan  which  sets 
the  conceptual  framework  for  the  organization 
but  does  not  address  the  operational  issues  of 
nursing  as  a separate  entity.  The  climate  is 
currently  competitive  and  this  competitive- 
ness will  heighten  over  the  next  10  years.  The 
organization  which  addresses  these  problems, 
prioritizes  items  and  implements  necessary 
programs  within  its  structure  will  be  the  or- 
ganization which  will  not  only  survive,  but 
succeed. 
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Walter  Bate,  M.D 


PRO  Update 


Inappropriate  Readmissions 


(This  is  the  third  of  4 articles  discussing  Medicare 
PRO  requirements.  Walter  Bate,  M.D.  is  a Mason 
City  internist  specializing  in  hematology.  Dr.  Bate 
serves  on  the  IFMC  Board  and  the  Comprehensive 
Review  Committee.) 

INAPPROPRIATE  HOSPITAL  READMISSIONS  Con- 
tinue to  generate  a significant  percentage 
of  adverse  review  determinations.  PROs  issue 
admission  denials  and/or  premature  discharge 
determinations  to  make  sure  patients  receive 
adequate  care  during  or  after  each  hospital  stay. 

In  my  experience  as  a reviewer,  the  most 
frequent  premature  discharge  determinations 
are  due  to  concomitant  medical  problems  or 
laboratory  abnormalities  not  directly  related  to 
the  admission  problem  and  overlooked  upon 
discharge.  A classic  example  is  a patient  ad- 
mitted with  pneumonia  who,  upon  routine 
laboratory  screening,  is  also  diagnosed  with 
anemia.  The  pneumonia  clears  and  the  patient 
goes  home  but  the  anemia  has  not  been  ad- 
dressed. The  patient  is  later  readmitted  with 
gastrointestinal  bleeding  and  the  physician  is 
cited  for  premature  discharge. 

To  avoid  this  situation,  make  a “problem 
list"  for  all  patients.  Upon  discharge,  the  prob- 
lem list  is  reviewed  to  ensure  all  conditions 
have  been  addressed.  Make  sure  each  lab  slip 
has  been  initialed. 

Inappropriate  transfers  are  a common 
source  of  premature  discharge  decisions.  For 
example,  if  the  patient  is  receiving  large  dos- 
ages of  medications,  exhibits  acute-level 
symptoms  and/or  requires  daily  physician  in- 
tervention, he  or  she  should  not  be  transferred 


to  the  skilled  level.  This  is  true  even  in  facilities 
with  swing  beds.  We  review  many  cases  in 
which  the  patient  was  transferred  too  soon. 

To  minimize  quality  of  care  concerns  that 
arise  between  hospitalizations,  HCFA  has  in- 
structed all  PROs  to  review  “intervening  care," 
or  specified  care  to  patients  who  have  been 
readmitted  to  an  acute  facility  within  31  days 
of  their  first  discharge.  This  review,  which  will 
begin  on  April  1,  will  pertain  to  services  cov- 
erable  by  Medicare  provided  by  a skilled  nurs- 
ing facility,  hospital  outpatient  department  or 
a home  health  agency.  Care  provided  in  a pri- 
vate physician's  office  will  not  be  reviewed. 

A sampling  of  intervening  care  records  will 
be  reviewed  to  ensure  the  care  met  profes- 
sionally-recognized standards,  services  were 
provided  in  a timely  manner,  services  were 
appropriate  to  the  patient's  needs  and  services 
were  provided  in  an  appropriate  setting. 

Many  inappropriate  readmissions  (and 
hospital  payment  denials)  are  caused  by  an 
incorrect  billing  practice.  HCFA  regulations 
state  care  for  one  illness  should  generate  one 
hospitalization.  If  a patient  must  leave  the  hos- 
pital for  the  weekend  or  for  any  other  reason 
prior  to  planned  surgery,  use  furlough  or  pass 
days  rather  than  discharging  the  patient.  Dis- 
charge and  subsequent  readmission  may  re- 
sult in  an  adverse  review  determination. 

The  key  to  avoiding  adverse  review  de- 
terminations is  documentation.  If  your  care 
plan  makes  good  medical  sense  to  you  and 
does  not  conflict  with  HCFA  regulations,  it 
will  probably  make  sense  to  a physician  re- 
viewer. 
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Eastern  Iowa  Center  for 
Cancer  Detection,  Treatment  and  Research 


Cancer  Forum 

FOR  PEiYSICIANS 


Clinical  Cancer 
Research  Trials: 
Implications  for  the 
Primary  Care  Physician 

Lloyd  K.  Everson,  M.  D. 
Director,  Indiana  Regional 
Cancer  Center 
Indianapolis,  IN 

Clinical  Indicators: 

A Project  of  the 
Association  of  Community 
Cancer  Centers 

Lee  E.  Mortenson,  M.S.,  M.P.A. 
Executive  Director, 
Association  of 
Community  Cancer  Centers 
RocAille,  MD 

Adjuvant  Treatment 
of  Breast  Cancer 

]ames  N.  Ingle,  M.  D. 
Medical  Oncologist, 
Associate  Professor  of 
Oncology,  Mayo  Clinic 
Rochester,  MN 

PDQ  — A Medical 
Reference  Data  Base 

Donald  Nelson,  M.D. 
Assistant  Director, 

Family  Practice 
Residency  Program 
Cedar  Rapids,  Iowa 


APRIL  28,  1989 
9 AM-4  PM 

Mercy  Medical  Center 
Education  Center 
Cedar  Rapids,  Iowa 


This  program  will  consist 
of  a review  of  several  cancer 
treatment  related  topics 
relevant  to  primary  care 
practice,  providing  you  with 
the  opportunity  to  update 
and  supplement  your 
knowledge  in  these  areas. 


As  an  organization  accredited 
by  the  Iowa  Medical  Society  for 
continuing  medical  education 
the  Cedar  Rapids  Medical 
Education  Program  certifies  that 
this  continuing  medical 
education  offering  meets  the 
criteria  for  5 credit  hours. 


The  registration  fee  of  $25.00 
includes  instruction,  materials, 
continental  breakfast  and  lunch. 
For  registration  information 
call  319-398-6719  or  write  the 
Eastern  Iowa  Center  for  Cancer 
Detection,  Treatment  and 
Research,  701  10th  Street  SE, 
Cedar  Rapids,  Iowa  52403. 


Cancer  Patterns 
of  Northeast  Iowa: 

Can  We  Improve 
Patient  Care? 

A.  Curtis  Hass,  M.D. 

Medical  Director, 

Eastern  Iowa  Center 
for  Cancer  Detection, 
Treatment  and  Research 
and  Hall  Radiation  Center 
Cedar  Rapids,  Iowa 

Pain  and  Symptom 
Management 

David  McFadden,  M.S.,  R.Ph. 
Oncology  Clinical  Pharmacy  Specialist, 
University  of  Iowa 
Hospitals  and  Clinics 
Iowa  City,  Iowa 

Bone  Marrow  Transplant 

Roger  Gingrich,  M.D.,  Ph.D. 
Director,  Adult  Bone  Marrow 
Transplant  Program 
Associate  Professor, 
Department  of  Internal  Medicine, 
University  of  Iowa 
Iowa  City,  Iowa 

Oncologic  Emergencies 

Dean  H.  Gesrne,  Jr.,  M.D. 

Medical  Oncologist, 

Assistant  Medical  Director, 
Eastern  Iowa  Center 
for  Cancer  Detection, 
Treatment  and  Research 
Cedar  Rapids,  Iowa 


THE  LOWER  RESPIRATORY  TRACT- 


Experience  counts 


More  vulnerable  to  infection  in  smokers  and  older  adults 

» 


/ 

a/ 
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■Cefoclor 


Pulvules*® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  proscribing 
information. 

Indication:  Lower  respiralorv  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mftuemae.  and 
Streptococcus  pyogenes  (group  A p-hemolytic  sireptococcil 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOfl  should  BE  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it, 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old,  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  Ipercentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever!  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occuned  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizriness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children], 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly],  iikiimli 

Additional  information  available  from  n 2351  aivp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


e 1988,  ELI  LILLY  AND  COMPANY  CR-5012-B-849345 


Iowa  Department  of  Public  Health 


Board  of  Pharmacy  Examiners: 
An  Overview 


The  IOWA  BOARD  OF  PHARMACY  EXAMINERS 
exists  for  3 reasons: 

• To  establish  educational  requirements 
for  the  practice  of  pharmacy  in  Iowa  and  li- 
cense pharmacists  to  engage  in  that  practice. 

• To  regulate  legal  distribution  of  pre- 
scription drugs  and  devices  through  licensing 
of  manufacturers,  distributors,  wholesalers  and 
retailers  of  those  drugs  and  devices. 

• To  regulate  legal  distribution  of  drugs 
classed  as  controlled  substances  through  reg- 
istration of  hospitals,  pharmacies,  physicians, 
dentists,  veterinarians,  manufacturers,  whole- 
salers and  others  who  prescribe,  administer, 
dispense  or  distribute  those  drugs. 

The  board  currently  has  licensed  or  reg- 
istered 3957  pharmacists,  940  pharmacies,  4913 
physicians  (MDs),  721  physicians  (DOs),  1557 
dentists,  155  hospitals,  795  veterinarians,  114 
podiatrists,  179  optometrists,  315  wholesalers, 
93  researchers,  18  analytical  labs,  5 teaching 
institutions,  540  health  care  facilities,  5 man- 
ufacturers and  8 distributors. 

Board  office  personnel  includes  4 clerical 
staff,  6 investigators,  a chief  investigator  and 
the  director.  Investigative  staff  conducts  rou- 
tine inspections  of  Iowa's  licensed  pharma- 
cies, including  hospital  pharmacies.  They  also 
conduct  controlled  substances  audits  in  offices 
of  practitioners  who  dispense  drugs  as  inci- 
dent to  their  practice.  Routine  inspections  of 
pharmacies  also  include  controlled  substances 
audits.  These  audits  are  an  essential  part  of 
our  ongoing  effort  to  insure  accountability  for 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


all  controlled  substances  distributed  at  the  re- 
tail level. 

Pharmacy  investigators  also  conduct  fol- 
low-up investigations  in  response  to  com- 
plaints filed  with  the  board  office.  These  com- 
plaints generally  come  from  consumers  and 
involve  allegations  of  medication  errors  by 
pharmacists.  The  board  receives  and  acts  on 
numerous  requests  to  investigate  reports  on 
drug  dependent  persons  and  their  efforts  to 
obtain  prescription  drugs.  These  reports  come 
from  medical  practitioners,  pharmacists  and 
law  enforcement  officials.  In  instances  where 
the  evidence  points  to  clear  criminal  activity, 
reports  are  turned  over  to  law  enforcement 
officials.  In  other  instances,  the  board  notifies 
physician(s)  involved  so  they  can  individually 
and/or  collectively  deal  with  the  person.  Cur- 
rently, over  2500  persons  are  on  the  board's 
drug  dependent  list.  That  is  a cummulative 
total  for  the  last  10  years. 

If  investigations  and  audits  show  evi- 
dence of  wrongdoing  by  pharmacists  and 
pharmacies,  those  reports  are  referred  to  the 
board  for  final  disciplinary  action.  Board  action 
can  involve  anything  from  issuing  an  admin- 
istrative warning  to  filing  a complaint  and 
statement  of  charges  against  the  pharmacy  or 
pharmacist.  The  board  meets  monthly  to  deal 
with  issues  relating  to  the  practice  of  phar- 
macy and  drug  distribution.  Administrative 
hearings  are  also  held  during  those  meetings. 
There  are  considerable  increases  in  the  num- 
ber of  complaints  filed,  disciplinary  actions 
taken  and  administrative  warnings  issued.  The 
chart  on  the  following  page  compares  fiscal 
years  1987-88  and  1988-89. 

(Continued  next  page) 
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Activity  FY  87-88  FY  88-89f 


Complaints  & statements  of 

13 

18 

charges  issued 

Administrative  warnings  issued 

17 

17 

Administrative  hearings  held 

4 

9 

Negotiated  settlements 

12 

1 

License  surrenders  accepted* 

0 

2 

Informal  conferences  with  licensees 

7 

0 

Complaints  received  and  investigated 

63 

53 

* License  surrenders  are  treated  as  a license  revocation, 
t Through  Jan.  1 , 1 989. 


Drug  Diversion 

The  board  continues  to  see  escalation  of 
prescription  drug  abuse  problems  on  the  part 
of  the  Iowa  general  public  and  Iowa  health 
professionals.  There  is  an  increased  number 
of  “scams”  aimed  at  physicians  and  pharma- 
cies to  divert  narcotic  and  stimulant  drugs  from 
licit  to  illicit  channels.  Hydromorphone  (Di- 
laudid)  and  Oxycodone  (Percodan,  Tylpx)  re- 
main high  on  the  list  of  these  scam  operations. 
New  to  the  scene  within  the  past  several  years 
is  the  combination  of  Methylphenidate  (Ri- 
talin) and  Pentazocine  (Talwin). 

The  federal  government  and  several  states 
have  stepped  up  efforts  to  incorporate  multi- 
ple-copy prescription  programs  into  efforts  to 
increase  control  over  drugs  classed  as  con- 
trolled substances.  While  these  initial  efforts 
are  aimed  at  Schedule  II  drugs,  they  probably 
will  be  expanded  to  cover  additional  schedules 
as  evidence  points  to  abuse  and  diversion  of 
other  drugs.  An  example  of  this  is  found  in 
New  York  State  where  Benzodiazepines  were 
added  to  their  multiple-copy  prescription  pro- 
gram effective  January  1,  1989. 

The  Iowa  board  is  not  enamored  with  such 
a program.  The  board  shares  the  position  of 
the  AMA  and  the  IMS  in  support  of  a less 
intrusive  mechanism  to  deal  with  prescription 
drug  diversion.  The  board  believes  efforts  ex- 
pended by  the  PADS  (Prescription  Abuse  Data 
Synthesis)  committee  several  years  ago  should 
be  continued,  along  with  the  PADS  II  concept 
announced  in  1988  by  AMA.  PADS  II  envi- 
sions a systemized  collection  and  analyses  of 
prescription  drug  supply  and  demand-site 
data. 

There  is  no  question  the  needed  data  on 
drug  supply  and  drug  demand  exists.  There 
is  also  no  question  about  the  need  to  examine 
fully  that  data  to  quantify  the  drug  diversion 
problem.  The  board  is  entering  into  the  first 


phase  of  a program  called  the  Iowa  Drug  Abuse 
Monitoring  System  (ID AMS).  When  fully  im- 
plemented, it  is  hoped  ID  AMS  will  allow  col- 
lection and  analysis  of  hospital  emergency 
room  drug  admissions,  crime  lab  reports, 
medical  examiner  drug  overdose  death  re- 
ports, drug  dependent  persons  who  are  doctor 
shopping  and  pharmacy  shopping  and  drug 
purchasing/drug  dispensing  records  in  phar- 
macies. Using  this  data,  the  board  should  be 
able  to  quantify  the  drug  diversion  problem  in 
Iowa.  When  that  occurs,  we  can  come  to  health 
professionals  for  counsel  and  guidance  in  ad- 
dressing the  issue. 

Controversial  Board  Rule 

A recent  administrative  rule  of  the  board 
involving  use  of  controlled  substances  in  hos- 
pital emergency  rooms  has  created  contro- 
versy among  Iowa  phyicians,  particularly  those 
on  the  medical  staff  of  smaller  hospitals.  The 
rule  requires  the  physician  to  examine  a pa- 
tient in  the  emergency  room  if  the  hospital's 
controlled  drugs  are  to  be  administered.  The 
rule  duplicates  regulations  of  the  federal  Drug 
Enforcement  Administration  (DEA)  and  is 
based  upon  the  fact  that  federal  and  state  laws 
place  restrictions  on  how  controlled  drugs  are 
transferred  from  a practitioner  to  a patient. 
Those  restrictions  involve  the  use  of  4 different 
modes  whereby  controlled  substances  can  le- 
gally move  between  the  physician  and  a pa- 
tient. 

One  mode  is  a prescription.  “Prescrip- 
tion” is  defined  in  the  act  as  “an  order  for 
medication  which  is  dispensed  to,  and  for,  an 
ultimate  user  (patient)."  A second  mode  is  di- 
rect administration  to,  or  ingestion  by,  the  pa- 
tient. A third  mode  is  direct  transfer  by  the 
physician  to  the  patient  for  self-administra- 
tion. The  fourth  mode  is  an  internal  hospital 
order. 

Hospitals  are  classified  under  the  Con- 
trolled Substances  Act  (CSA)  as  “institutional 
practitioners."  Practitioners  are  authorized 
under  the  CSA  to  use  controlled  substances 
“in  the  usual  course  of  professional  practice 
and  for  a legitimate  medical  purpose."  Taken 
together,  these  3 provisions  of  the  CSA  au- 
thorize the  physician  to  issue  an  internal  hos- 
pital order  for  the  immediate  administration 
of  a controlled  substance  to  a hospital  inpa- 
tient. That  internal  hospital  order  becomes  the 
hospital's  authority  as  an  institutional  practi- 
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tioner  to  administer  a drug  to  the  patient.  That 
internal  hospital  order  is  not  a prescription  be- 
cause it  is  not  an  “order  for  medication  which 
is  dispensed  to,  or  for,  an  ultimate  user." 

Patients  in  the  emergency  room  or  out- 
patient department  of  a hospital  are  not  “in- 
patients." Therefore,  these  drugs  cannot  be 
transferred  to  an  ultimate  user  through  the 
inpatient  hospital  order  mode.  This  means  the 
traditional  way  physicians  order  drugs  for  hos- 
pital patients  does  not  apply  to  those  seen  in 
the  emergency  room  or  outpatient  department 
of  the  hospital.  The  only  other  legal  mode 
whereby  controlled  drugs  can  be  transferred 
to  the  patient  in  the  ER  outpatient  department 
is  by  direct  administration  to,  or  ingestion  by, 
the  patient. 

Since  the  drugs  are  the  hospital's,  the  hos- 
pital — as  an  institutional  practitioner  — must 
insure  those  drugs  are  issued  “in  the  usual 
course  of  professional  practice  and  for  a legit- 
imate medical  purpose."  In  order  for  that  to 
occur,  the  patient  must  be  examined  in  the  ER 
or  outpatient  department  by  a physician  who 


can  determine  the  medical  needs  of  the  patient 
and  administer  or  order  the  administration  of 
the  drug. 

For  additional  information  about  the  Board 
of  Pharmacy  Examiners,  contact  Norman 
Johnson,  Executive  Secretary,  at  515/281-5944. 


AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-1401 

Toll-free  in  Iowa:  1/800-747-3070 

Reprinted  by  permission  from  Kansas  Medicine 


The  complete 
journal 

family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 
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FAMILY  PRACTICE  SKILL 


* Controlling  Epistaxis 


CLINICAL  ARTICLES 


) Drug  Therapy  for  Manic  Illness 
Therapeutic  Guidelines  for  Use  of  Nonsteroidal 
Antiinflammatory'  Drugs  for  Rheumatic  Disorders: 
Salicylates 


KEEPLNG  CLURENT 


Does  a Definite  Diagnosis 
Help  Patients  Get  Better? 
Screening  for  Liver  Metasiases 
Significance  of  Elevated 
Erythrocyte  Sedimentation  Rates 
Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondiabetic  Women 


Can  Obese  Type  II  Diabetic 
Patients  L^se  Fructo.se  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Psychiatric  Reactions  Caused 
by  Lldocaine  Toxicity 


ClTVlLfLATIVE  INDEX 


U.  of  I.  College  of  Medicine 


GRANT  NEWS  . . . Thomas  Brown  and 
Richard  Brand,  Orthopaedic  Surgery,  will 
study  whether  prophylactic  knee  braces  for 
football  reduce  ligament  strain,  with  a $118,000, 
two-year  grant  from  the  National  Institute  of 
Arthritis  and  Musculoskeletal  and  Skin  Dis- 
eases . . . Jeffrey  Murray,  Pediatrics,  has  re- 
ceived a $219,000  grant  from  the  National  In- 
stitute of  Dental  Research  to  seek  the  genetic 
cause  of  certain  types  of  cleft  lip  and  palate 
disorder  . . . Lynn  Richman,  Pediatrics,  and 
Hughlett  Morris,  Otolaryngology,  will  use  a 
$175,000  grant  from  the  National  Institute  of 
Dental  Research  to  study  how  the  speech  and 
facial  appearance  of  children  with  cleft  lip  and 
palate  affects  how  they  are  perceived  by  oth- 
ers. . . . The  role  of  the  thymus  gland  in  the 
work  of  the  drug  Cyclosporine  is  being  ex- 
plored by  Zuhair  Balias,  Internal  Medicine, 
with  a $149,000  grant  from  the  National  Insti- 
tute of  Allergy  and  Infectious  Diseases. 

A DRUG  LONG  USED  TO  TREAT  THE  SYMP- 
TOMS OF  HERPES  simplex  virus  has  been  found 
to  be  safe  and  effective  in  keeping  the  disease  under 
control  for  long  periods  of  time.  Jack  Stapleton, 
Internal  Medicine,  and  researchers  from  institu- 
tions across  the  United  States  conducted  a study, 
the  first  of  its  kind,  on  long-term  suppressive  ther- 
apy with  acyclovir.  They  found  that  the  toxicity  of 
the  drug  is  not  cumulative  and  the  benefits  of 
suppression  can  last  for  at  least  one  year. 

HIS  RENOWNED  WORK  IN  THE  AREA  OF 
FETAL  alcohol  syndrome  has  earned  James  R. 
West,  Anatomy,  one  of  the  most  distinguished 
awards  in  his  field.  West  is  the  recipient  of  the 
Method  to  Extend  Research  in  Time  (MERIT) 
award  from  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism.  The  MERIT  award  will 
provide  stable  financial  support  for  West's  fe- 
tal alcohol  syndrome  research  for  10  years  with 
a total  of  $2  million.  West  and  his  colleagues 
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are  investigating  the  long-term  effects  of  ma- 
ternal alcohol  consumption  on  offspring.  They 
are  also  studying  genetic  differences  to  iden- 
tify genetically  determined  characteristics  that 
can  influence  the  risk  and  severity  of  fetal  al- 
cohol effects  on  brain  growth  and  structure 
and  on  behavior. 

UI  PHYSIOLOGY  AND  BIOPHYSICS  RE- 
SEARCHERS have  learned  newfound  properties  of 
a calcium  channel  in  muscle  cells  indicate  the  chan- 
nel acts  as  a large  pore,  called  a "gap  junction" 
channel.  The  pore  acts  as  a valve  to  regulate  the 
amount  of  calcium  released  into  muscle  cells,  says 
Kevin  Campbell,  Physiology  and  Biophysics. 
Researchers  now  hope  to  learn  how  muscle  cells  use 
the  electrical  impulses  they  receive  to  regulate  the 
release  of  calcium  within  the  cell,  Campbell  adds. 

THE  MIDWEST'S  ONLY  FORMAL  TRAIN- 
ING PROGRAM  for  cytogenetic  technologists 
is  being  established  at  the  UI  to  train  new  tech- 
nologists to  help  meet  the  demand  for  diag- 
nostic services.  With  a $491,000  grant  from  the 
U.S.  Department  of  Health  and  Human  Serv- 
ices Maternal  and  Child  Health  branch,  Shi- 
vanand  Patil,  Pediatrics,  will  work  to  establish 
an  intensive  9-month  cytogenetics  training 
program.  With  the  growing  demand  for  di- 
agnostic services,  it's  estimated  nearly  500  new 
technologists  will  be  needed  annually  for  the 
next  3 years,  but  currently,  training  programs 
produce  fewer  than  50  each  year. 

A GIFT  OF  $5  MILLION  FROM  THE  ROY  J. 
CARVER  Charitable  Trust  to  support  medical  re- 
search at  the  UI  has  been  made  through  the  UI 
Foundation.  Dean  John  W.  Eckstein  said  the  gift 
will  be  used  by  the  college  to  provide  "greatly  in- 
creased research  potential"  in  fundamental  biomed- 
ical research,  using  the  techniques  of  molecular  bi- 
ology and  immunUogy.  The  gift  will  help  the  college 
recruit  and  support  senior  scientists  and  postdoc- 
toral associates  whose  presence  and  leadership  will 
"push  the  college  to  new  levels  of  excellence  in  re- 
search in  human  biology,"  the  Dean  said. 
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MOST  OF  THEI!EOPLE  IN  THIS 
BUILDING  HAVE  NEVER  ^ 

TREATE 

f 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 


IMP  AC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non -physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  aflects  our 
patients  and  our  prolessionl 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  West  Des  Moines,  Iowa  Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  LA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
contributions  should  be  written  on  g personal  check. 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City_ State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program. ..and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 
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Blue  Cross 
Blue  Shield 


Des  Moines  Sioux  City 


Medical  News/Products  and  Programs 


CRYPTO-LA®  TEST,  RAPID  TEST  FOR 
CRYPTOCOCCOSIS  — The  Crypto-LA®  Test 
is  a rapid  latex  agglutination  slide  test  for  the 
qualitative  and  quantitative  determination  of 
Cryptococcus  neoformans  antigen  in  serum 
and  cerebrospinal  fluid.  Although  extremely 
rare  in  the  general  population,  cryptococcosis 
has  been  notably  high  among  HIV-positive  pa- 
tients, being  the  fourth  most  common  oppor- 
tunistic infection  in  this  group.  The  Crypto- 
LA®  Test  provides  a convenient  method  which 
can  be  easily  incorporated  into  HIV  profiling 
where  high  risk  populations  are  being  tested. 
Reagent  and  control  latexes  are  simply  added 
to  heat  inactivated  samples,  mixed,  rotated  for 
10  minutes,  then  observed  for  agglutination. 
Positives  are  then  confirmed  and  quantitated 
by  titration  in  the  quantitative  protocol.  Crypto- 
LA®  test  is  available  in  a 10-test  kit  from  Wam- 
pole  Laboratories,  Division  of  Carter-Wallace, 
Inc.,  Cranbury,  New  Jersey  08512,  609/655- 
6000. 

PREGNANCY  PREVENTION  — An  unprece- 
dented Pregnancy  Prevention  Program  for  Women 
on  Accutane®  has  been  implemented  by  Hoffmann- 
La  Roche  to  reiterate  the  need  to  reduce  the  risk  of 
birth  defects  associated  with  Accutane®  (isotreti- 
noin/Roche) for  the  treatment  of  severe  recalcitrant 
cystic  acne. 

Two  key  elements  of  this  program  have  never 
before  been  undertaken  for  a drug  already  approved 
by  the  FDA  — a patient  consent  form  and  a patient 
counseling  referral  program.  These  and  other  ele- 
ments of  the  Pregnancy  Prevention  Program  for 
Women  on  Accutane®  are  designed  to  reemphasize 
long-standing  warnings  that  Accutane®  must  not 
be  used  by  females  who  are  pregnant  or  who  may 
become  pregnant  while  undergoing  treatment. 

USFDA  APPROVAL  — A new  cholesterol- 
screening test  called  LipoScan®TC  has  re- 
ceived the  U.S.  Food  and  Drug  Administra- 
tion's approval  for  marketing  by  Home  Diag- 
nostics, Inc.  to  healthcare  professionals.  The 
patented  product,  available  through  the 


Professional  Products  Division  of  HDI  in  Ea- 
tontown.  New  Jersey,  promises  a simple,  ac- 
curate alternative  to  the  expensive  and  time- 
consuming  laboratory  procedures  currently 
used  to  measure  total  serum  cholesterol  levels. 
Unlike  standard  cholesterol-screening  tests, 
LipoScan®  requires  no  complicated  diagnostic 
instrumentation.  More  importantly,  there  is  no 
waiting  for  results.  They  can  be  interpreted 
immediately  and  visually,  in  a one-person,  60- 
second  procedure. 

LipoScan®  instructions  call  for  a finger- 
stick  drop  of  whole  blood  placed  on  a small, 
disposable,  colorimetric  strip.  After  one  min- 
ute, the  strip  changes  color  in  response  to  the 
total  cholesterol  content  in  the  blood.  The  color 
of  the  strip  is  then  visually  compared  with  a 
numerically  coded  color  chart,  which  semi- 
quantitatively  indicates  13  different  total  cho- 
lesterol values  from  100  mg/dL  to  550  mg/dL. 

LipoScan®TC  is  the  most  recent  addition 
to  HDI's  line  of  diagnostic  products  for  home 
and  professional  use.  The  4-year-old,  privately 
held  company  is  most  widely  known  for  its 
Diascan®-S  blood  glucose  self-monitoring  sys- 
tem developed  to  assist  diabetics  in  measuring 
their  blood  glucose  levels.  For  additional  in- 
formation on  LipoScan®TC,  contact  HDI  at 
210/542-7788. 

PHYSICIAN'S  REFERENCE  TO  RBRVS  — A 

new  book  published  by  Cambridge  Health  Economics 
Group,  Inc.,  will  help  physicians  estimate  the  po- 
tential impact  on  their  income  if  a Resource-Based 
Relative  Value  Scale  (RBRVS)  fee  schedule  were 
adopted.  The  book.  Physician's  Reference  to 
RBRVS,  was  prepared  by  William  C.  Hsiao,  Ph.D. 
and  associates  from  the  study  group  that  developed 
the  RBRVS  method  recently  published  as  A Na- 
tional Study  of  Resource-Based  Relative  Value 
Scales  for  Physician  Services.  The  comprehensive 
Physician's  Reference  to  RBRVS,  priced  at 
$59.95,  is  available  by  mail  from  Cambridge  Health 
Economics  Group,  Inc.,  850  Boylston  Street,  Chest- 
nut Hill,  Massachusetts  02167. 
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MERCY  HOSPITAL  MEDICAL  CENTER 
DES  MOINES,  IOWA 
PRESENTS 

‘^MERCY  HEART  DAY” 
MAY  3,  1989 


THIS  SIX-HOUR  SEMINAR  WILL  PROVIDE  CLINICAL  INFORMATION  RELATING  TO  CURRENT  RESEARCH  AND 
MANAGEMENT  OF  HEART  DISEASE  BY  IDENTIFYING  AND  DEFINING  NEW  TREATMENT  CONCEPTS  IN  THE 
FOLLOWING  AREAS: 


CHOLESTEROL  AND  CORONARY  DISEASE 
ACUTE  MYOCARDIAL  INFARCTION 
COLLATERAL  BLOOD  FLOW 
ATHEROSCLEROSIS  AND  HYPERTENSION 
CARDIAC  ECHO  DOPPLER 
ARRHYTHMIAS 

REGISTRATION:  7:30  A.M. 

PROGRAM:  8:00  A.M.  — 3:30  P.M. 

THIS  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVERSITY 
AVENUE  IN  DES  MOINES,  IOWA.  BROCHURES  ANNOUNCING  GUEST  FACULTY,  PROGRAM  AGENDA  AND 
REGISTRATION  INFORMATION  WILL  BE  MAILED  EIGHT  WEEKS  IN  ADVANCE  OF  THE  SEMINAR  TO  ALL 
MEMBERS  OF  THE  IOWA  MEDICAL  SOCIETY.  THOSE  PHYSICIANS  OR  OTHER  HEALTH  CARE 
PROFESSIONALS  REQUIRING  ADDITIONAL  INFORMATION  MAY  CONTACT  THE  DEPARTMENT  OF  MEDICAL 
EDUCATION,  MERCY  HOSPITAL  MEDICAL  CENTER,  AT  THE  ADDRESS  OR  TELEPHONE  NUMBER  GIVEN 
BELOW. 

PARKING  IS  AVAILABLE  ADJACENT  TO  THE  MERCY  EDUCATION  CENTER. 


Approved  by  Mercy  Hospital  Medical  Center,  an  IMS-ac- 
credited CME  organization,  for  6 hours  Category  1/A.M.A. 
Physicians’  Recognition  Award. 

Nursing  CEU’s:  0.75  (7.5  contact  hours) 

Application  has  been  made  for  additional  accreditations. 


Physician  Fee $55.00 

Physician's  Assistant  Fee  $25.00 

Nursing  Fee  $25.00 

Paramedical  Fee  $25.00 

Complimentary  Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


SPONSOR:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
(515)  247-3042 


About  Iowa  Physicians 


Dr.  William  Parks  has  joined  Drs.  Keith 
Wright,  Martin  Wiesenfeld  and  Dean  Gesme, 

Jr.  at  Oncology  Associates  of  Cedar  Rapids. 
Dr.  Parks  had  previously  practiced  at  the  Ot- 
tumwa Clinic.  Dr.  Debra  K.  Miller,  Ottumwa, 
has  been  appointed  to  the  Clinical  Associate 
Faculty  of  the  U.  of  I.,  Department  of  Pedi- 
atrics. In  addition.  Dr.  Miller  practices  at  Pe- 
diatric Associates  of  Ottumwa,  P.C.  Dr.  Ed- 
ward Ebinger,  Ottumwa,  has  retired  after  37 
years  of  family  practice.  Dr.  Ebinger  received 
the  M.D.  degree  from  the  U.  of  I.  College  of 
Medicine  and  served  residencies  at  Mt.  Carmel 
Mercy  Hospital,  Detroit,  Michigan  and  Cot- 
tage Hospital,  Crosse  Pointe,  Michigan.  Dr. 
Dennis  Mallory  of  Mallory  Medical  Center  in 
Toledo  was  recently  elected  to  serve  as  Direc- 


tor of  the  Emergency  Medical  Services  Council 
of  Northeast  Iowa.  Dr.  Paul  Beckman  has  been 
named  the  new  medical  examiner  of  Scott 
County.  Dr.  Beckman  practices  medicine  in 
Davenport.  Dr.  B.  J.  England  was  presented 
the  Griswold  Chamber  of  Commerce  Com- 
munity Betterment  Award  at  a recent  Cham- 
ber meeting.  Dr.  England  is  a family  practi- 
tioner in  Griswold.  Dr.  Jeffrey  A.  Nerad,  Iowa 
City,  has  been  named  a fellow  of  the  American 
College  of  Surgeons.  Dr.  Nerad  is  an  assistant 
professor  of  Ophthalmology  at  the  U.  of  I. 
College  of  Medicine.  Dr.  Richard  C.  Woofers 
was  recently  awarded  the  Service  to  Mankind 
Award  at  the  Sertoma  Club  in  Des  Moines. 
Dr.  Woofers,  Polk  County  medical  examiner, 
(Continued  next  page) 


QUALITY  PRODUCTS,  PROMPT  SERVICE  AND  A COM- 
MITMENT TO  COMPLETE  SATISFACTION  MEANS  REAL 
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HAWKEYE  MEDICAL 
SUPPLY,  INC. 
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was  cited  for  his  compassion  and  work  with 
grief-stricken  relatives.  Physicians  from  Sur- 
gical Associates  of  North  Iowa,  P.C.,  Internal 
Medicine  Associates,  P.C.  and  Independent 
Medical  Surgical  Group,  P.C.  have  merged  into 
one  clinic  — the  Mason  City  Clinic.  Dr.  Ster- 
ling J.  Laaveg  will  serve  as  president;  Dr.  Wal- 
ter Bate,  vice  president;  Dr.  Darrell  Fisher, 
secretary  and  Dr.  Paul  MacGregor,  treasurer. 


Dr.  Larry  Otteman  was  recently  elected  to  a 
2-year  term  on  the  Board  of  Directors  of  the 
Iowa  Division  of  the  American  Cancer  Society 
at  their  annual  meeting.  Dr.  Otteman  is  with 
the  McFarland  Clinic,  Ames,  in  the  Depart- 
ment of  Hematology  and  Oncology.  Dr.  Ste- 
ven Wanzek  was  recently  elected  to  fellowship 
in  the  American  College  of  Chest  Physicians 
at  their  annual  meeting  in  California.  Dr.  Wan- 
zek is  a pulmonologist  at  the  McFarland  Clinic 
in  Ames.  Dr.  V.  Michael  Miller  has  opened 
the  Adult  Medical  Clinic  adjacent  to  the  Dallas 
County  Hospital  in  Perry.  Dr.  Miller  is  a gen- 
eral surgeon  in  Perry.  Dr.  Roger  I.  Ceilley, 
Des  Moines  dermatologist  and  1988  president 
of  the  American  Society  for  Dermatologic  Sur- 
gery, recently  appeared  on  ABC's  "Good 
Morning,  America."  Dr.  Ceilley  discussed  sev- 
eral procedures  dermatologic  surgeons  use  to 
help  men  distressed  by  baldness.  Dr.  James 
Clark,  a Clinton  pathologist,  received  the  Gold 
Key  Award  from  Clinton  Community  Schools 
for  making  presentations  at  parent  meetings 
regarding  new  AIDS  curriculum.  Dr.  Winn 
Gregory,  Ottumwa,  has  moved  his  general 
surgery  practice  to  Fairfield.  Dr.  Gregory  had 
been  with  Surgical  Associates  PC  in  Ottumwa 
for  8 years.  Dr.  Donald  Boldt,  Ackley,  was 
appointed  as  Grundy  County  medical  exam- 
iner for  District  No.  2 by  the  Grundy  County 
board  of  supervisors.  Dr.  Lyle  Smith  has  joined 
the  pediatric  department  at  the  Fort  Dodge 
Medical  Center.  Dr.  Smith  received  the  M.D. 
degree  from  Ross  University,  Roseau,  Dom- 
inica and  completed  a residency  at  Raymond 
Blank  Memorial  Hospital,  Des  Moines.  Dr. 
William  F.  Blair,  director  of  hand  surgery  at 
U.  of  I.  Hospitals  and  Clinics  and  professor  of 
orthopedic  surgery  in  the  U.  of  I.  College  of 
Medicine,  has  won  the  1989  Bunnell  Traveling 
Fellowship.  The  award  is  funded  annually  by 
the  American  Society  of  the  Hand.  Dr.  Rich- 
ard E.  Munns,  a retired  Mason  City  physician, 
(Continued  on  page  139) 
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^^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  suaalfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (suaalfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  FHowever, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailabiirty 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinoger>esis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy.  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  dnjgs  are  exaeted  in  human  milk,  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastnc  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  expenence  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  assoaated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  suaalfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (suaalfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other  Issued  1/87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987;9(4):395-399 
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Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 
KANSAS  CITY,  MO  64137 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  bod/s  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  , therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  Yoric,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  U.S.A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


#/  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Aurny  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


was  recently  named  Educator  of  the  Year  at 
the  annual  meeting  of  the  Iowa  Academy  of 
Family  Physicians.  Dr.  John  G.  Terry  and  Dr. 
Mukund  G.  Nadipuram  have  joined  the  staff 
at  the  Cancer  Treatment  Center  in  Waterloo. 
Dr.  Terry  received  the  M.D.  degree  at  the  Uni- 
versity of  Kansas  School  of  Medicine,  Law- 
rence-Kansas  City,  Kansas  and  served  his  in- 
ternship and  residency  at  Indiana  University 
Medical  Center.  Dr.  Terry  is  associated  with 
Clinical  Radiologists,  PC  in  Waterloo.  Dr.  Na- 
dipuram received  the  M.D.  degree  from  Ban- 
galore Medical  College,  Bangalore,  India  and 
completed  a fellowship  at  University  Hospital 
and  Medical  Center,  Northport,  New  York, 
and  at  the  State  University  of  New  York,  Stony 
Brook,  New  York.  Dr.  Nadipuram  has  joined 
the  practice  of  Dr.  Jasjeet  Sangha  in  Waterloo. 
Dr.  Hormoz  Rassekh,  Council  Bluffs,  has  been 
appointed  to  a 4-year  term  of  membership  on 
the  National  Board  of  Medical  Examiners.  Dr. 
Rassekh  was  nominated  to  serve  on  the  Na- 
tional Board  by  the  Federation  of  State  Medical 
Boards.  Dr.  Paul  G.  Manning  was  recently 
elected  president  of  the  Clinton  County  Med- 
ical Society.  Other  officers  included  Dr.  Rich- 
ard U.  Nelson,  vice-president;  and  Dr.  Peter 
G.  Rhoode,  secretary-treasurer. 


Deaths 


Dr.  Holger  Martin  Andersen,  79,  formerly  of 
Strawberry  Point,  died  December  16  in  Na- 
ples, Florida.  Dr.  Andersen  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine 
and  began  practice  in  Strawberry  Point  in  1936, 
retiring  in  1980.  Dr.  Andersen  was  a life  mem- 
ber of  the  Iowa  Medical  Society. 

Dr.  George  J.  McMillan,  75,  Fort  Madison, 
died  October  22  at  his  home.  Dr.  McMillan 
received  the  M.D.  degree  from  the  State  Uni- 
versity of  New  York  Downstate  College  of 
Medicine,  Brooklyn,  New  York  and  served  a 
residency  at  Buffalo  General  Hospital,  Buffalo, 
New  York.  He  was  in  general  practice  in  Fort 
Madison  for  24  years  and  chief  of  staff  at  the 
Veterans  Administration  Regional  Hospital  in 
Buffalo,  New  York  for  7 years  until  retirement 
in  1981. 


TIME  SAVING 
PRESCRIPTION 
FOR  MEOICAL 
STAFFS 


PERMA  STAMP"  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meet  your 
specific  needs  or  stock  imprints  available. 
Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp® 

IPERMA  We're  Iowa's 

Only  Perma  Stamp 
Manufacturer! 

MAKES  BETTER  IMPRESSIONS 

DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines,  Iowa  50306 
Phone:(515)288-7248 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  1 00%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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Manuscript  Information 
for  Authors 

Papers  submitted  must  be  double  spaced; 
triple  spaced  between  paragraphs  on  8V2  x 11 
pages.  A title  page  and  a short  abstract  sum- 
marizing the  article  should  be  included.  Due 
to  space  constraints,  brief  papers  (ideal  length 
is  5 double  spaced  typewritten  pages)  have  a 
better  chance  of  timely  publication.  If  possible, 
2 copies  should  be  submitted. 

All  persons  designated  as  authors  of  a 
particular  article  should  have  participated  suf- 
ficiently in  the  work  to  take  public  responsi- 
bility for  the  concept. 

The  paper  will  be  reviewed  by  the  pub- 
lications committee  and  a follow-up  letter  will 
be  sent  to  the  author,  either  accepting  or  re- 
jecting the  article. 

All  material  is  subject  to  editing  by  the 
staff  copy  editor  to  assure  clarity  and  good 
grammar  and  to  conform  to  iowa  medicine  style 
and  format.  The  author  will  receive  galley  proof 
of  the  paper  prior  to  publication  to  check  for 
inaccuracies,  but  no  rewriting  may  be  done 
after  the  manuscript  is  set  in  galleys. 

Please  follow  the  reference  list  style  as 
published  in  current  issues  of  iowa  medicine. 
If  the  reference  list  contains  more  than  10  ref- 
erences, it  will  not  be  published  with  the  paper 
but  retained  at  iowa  medicine  and  copied  upon 
request. 

Tables  should  be  numbered  and  typed  on 
a separate  sheet.  They  should  supplement,  not 
duplicate,  the  text.  Considering  the  produc- 
tion cost  of  tables  and  photos,  only  a limited 
number  can  be  accepted  with  each  article. 

Photos  should  be  black  and  white  glossy 
prints.  Some  color  photos  are  acceptable  if  the 
contrast  is  good. 

Line  drawings  are  acceptable  if  they  are 
dark  and  can  be  reduced  to  fit  in  one  column. 

IOWA  MEDICINE  accepts  only  material  which 
has  not  been  submitted  or  published  else- 
where. When  a paper  is  accepted  for  publi- 
cation, the  editors  reserve  the  right  to  publish 
it  when  appropriate  or  when  space  is  avail- 
able. Papers  submitted  by  IMS  physician 
members  are  given  first  priority. 

Papers  should  be  submitted  to: 

IOWA  MEDICINE 

1001  Grand  Avenue 

West  Des  Moines,  Iowa  50265 
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I Your  future  could  depend  on  it . . . 

^^DVANTAGE 

Did  you  know  your  chances  of  being  disabled 
are  1 in  8 and  if  you’re  between  35-65  the 
risk  of  disability  before  retirement  is  even 
higher?  The  odds  are  1 in  2! 

The  ADVANTAGE  offers: 

• The  best  definition  of  disability  and  partial 
disability. 

• Guaranteed  continuable  for  life. 

• Up  to  15%  discount  available. 

When  was  the  last  time  you  took  a 6-month 
vacation? 

For  more  information  on  DISABILITY 
INCOME  INSURANCE  call  or  write: 

H.  Dana  Bentzinger 
100  8th  Street  S.E. 

Altoona,  Iowa  50009 
515/967-8131 
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Crisis  in  black  and  whita 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


% 

93 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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Gerry  Smeader 

Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

PHYSICIANS  — Provider  Placement  Services  specializes  in  the  relo- 
cation of  physicians  throughout  the  U.S.,  with  special  emphasis  in  the 
southeast.  Currently,  we  have  several  hospitals/clinics/groups  with 
openings.  All  fees  paid  by  employer.  All  inquiries  kept  in  strict  con- 
fidence. No  obligation.  Send  CV/resume  to  PPS,  Attn;  Mr.  Scott,  2221 
University,  Blvd.,  West,  Jacksonville,  Florida  32217  or  call  toll  free  1/ 
800-848-8772. 


FAMILY  PHYSICIAN  BC/BE  NEEDED  — We  are  looking  for  a BC/BE 
family  practitioner  who  is  interested  in  settling  in  scenic  northeast  Iowa 
to  join  2 residency-trained,  Board-Certified  family  physicians  in  a busy 
practice.  We  cannot  offer  you  a pie  in  the  sky,  but  can  offer  you  a good 
living,  a good  place  to  live  and  raise  your  children  and  a patient  pop- 
ulation that  appreciates  your  efforts  on  their  behalf.  The  area  is  scenic 
and  the  opportunities  for  outdoor  recreation  abound.  The  communities 
that  we  serve  are  progressive  and  have  a number  of  talented,  youthful 
professionals  and  business  people  in  them.  If  you  want  a satisfying 
practice,  we  believe  we  have  the  opportunity  for  you.  For  further  details, 
contact  David  C.  Cranston,  M.D.,  Elkader  Medical  Associates,  North 
River  Road,  Elkader,  Iowa  52043. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  invasive  cardiology,  oncology, 
urology,  ophthalmology,  occupational/emergency  medicine,  thoracic 
surgery  and  general  internal  medicine.  The  Mankato  Clinic  is  a 40- 
doctor  multi-specialty  group  practice  in  south  central  Minnesota  with 
a trade  area  population  of  150,000.  Guaranteed  salary  first  year,  incen- 
tive thereafter  with  full  range  of  benefits  and  liberal  time  off.  For  more 
information,  call  Roger  Greenwald,  Administrator  or  Dr.  B.C.  Mc- 
Gregor at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota 
56001. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


TIRED  OF  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


OTOLARYNGOLOGIST  — Needed  at  Woodward  State  Hospital-School 
for  8 to  10  hours  per  month.  We  are  an  intermediate  care  facility  for 
the  mentally  retarded,  located  30  miles  from  Des  Moines.  Contact  Dr. 
S.  Lerd  at  WSHS,  Woodward,  Iowa  50276.  Phone  515/438-2600.  An  Equal 
Opportunity/Affirmative  Action  Employer. 


FAMILY  PRACTICE  — Immediate  opening  for  BE/BC  family  practi- 
tioner to  join  6-physician  FP  department  in  a long-established  progres- 
sive multispecialty  group  practice  in  southwestern  Iowa.  Support  of  10 
associated  or  affiliated  surgical  and  medical  specialties,  yet  free  to  prac- 
tice full  range  of  family  medicine.  Enjoy  an  outstanding  medium-sized 
community  quality  of  life  within  minutes  of  Omaha.  Guaranteed  first 
year  salary,  plus  incentive  with  full  range  of  benefits.  Please  send 
curriculum  vitae  to  Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs,  Iowa  51503  or  call  collect 
at  712/328-1801. 


ORTHOPEDIC  SURGEON  — Part-time  position  in  county  hospital  with 
Family  Practice  Residency  Program,  University  of  Iowa  affiliation. 
Competitive  salary  and  benefits.  Send  CV  to  BMC,  18th  and  Hickman 
Road,  Des  Moines,  Iowa  50314  or  call  515/282-2275. 


PEDIATRICIAN  — Excellent  opportunity  for  qualified  pediatrician. 
Subspecialty  interest  in  neonatology  and  allergy  preferred.  Outstanding 
community,  expanding  economy.  Excellent  educational  system,  low  crime 
rate  and  superior  quality  of  life.  Guaranteed  $70,000  first  year  salary. 
Relocation  expense,  professional  liability  insurance  and  office  in- 
cluded. Cooperative  recruitment  effort  supported  by  medical  staff  and 
hospital.  Call  515/754-5144  or  write  Administrator,  Marshalltown  Med- 
ical and  Surgical  Center,  3 South  4th  Avenue,  Marshalltown,  Iowa 
50158. 


EMERGENCY  MEDICINE,  DUBUQUE  — Opening  available  for  qual- 
ified individual  to  join  incorporated  group  of  3 BE/BC  emergency  phy- 
sicians. Unique  and  enjoyable  practice,  excellent  compensation,  com- 
plete career  opportunities  and  highly  livable  community.  Write  NET, 
PC;  do  Mercy  Health  Center,  Emergency  Department,  Dubuque,  Iowa 
52001  or  call  Mark  Singsank,  M.D.,  319/589-9666. 


MINNESOTA,  IOWA  AND  WISCONSIN  — Group  practice  positions 
are  available  for  BE/BC  physicians  in  the  following  specialties;  family 
practice,  internal  medicine,  occupational  medicine,  pediatrics  and  ob- 
stetrics/gynecology. Competitive  salary  with  benefits.  Send  letter  of 
inquiry  and  curriculum  vitae  to  Scott  M.  Lindblom,  Fairview  Clinic 
Services,  2312  South  6th  Street,  Minneapolis,  Minnesota  55454  or  call 
612/371-6235,  or  toll  free  800/328-4661,  ext.  6235.  An  Equal  Opportunity 
Employer. 


FAMILY  PRACTICE  PHYSICIAN  — Opportunity  for  a family  practice 
physician  to  take  over  a full  time  busy  general  practice  in  Spencer, 
Iowa.  The  population  is  11,000  with  nearly  all  specialties  coveted  lo- 
cally. Retiring  physician  will  stay  during  transition  period  if  desired. 
Send  inquiries  to  E.  O.  Schlichtemeier,  M.D.,  1304  North  Grand,  Spen- 
cer, Iowa  51301. 


WOMEN'S  HEALTH  — Family  practice/internal  medicine  women's 
health.  Multispecialty  clinic.  Full  or  part  time  in  newly  established 
Women's  Health  Center.  Primary  care  of  women  with  time  and  support 
you  need.  Nurse  practitioner,  counselor,  dietitian,  wellness  and  edu- 
cation staff.  Beautiful,  new,  fully  equipped  clinic.  Guaranteed  annual 
salary,  generous  benefits,  time  away,  partnership  after  first  year.  Pro- 
gressive community  of  32,000.  Draw  of  150,000.  Send  CV  to  Mark  John- 
son, M.D.,  810  N.  Eisenhower,  Mason  City,  Iowa  50401  or  call  515/421- 
5686. 
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ANESTHESIOLOGIST  NEEDED  — Anesthesiologist  seeks  a BC/BE 
anesthesiologist  to  join  his  practice  in  Iowa.  Salary  $140,000  leading  to 
partnership.  Send  CV  to  IOWA  MEDICINE,  No.  1585,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265. 


BE/BC  INTERNIST  — Needed  to  join  busy  13-doctor  multispecialty 
group  in  clean  North  Dakota  Lake  Country.  Salary  and  fringe  benefits 
very  liberal.  Send  CV  or  inquiries  to  Lake  Region  Clinic,  PC,  P.O.  Box 
1100,  Devils  Lake,  North  Dakota  58301.  Attention:  Joel  Rotvold  or  call 
collect  at  701/662-2157  for  further  information. 


INTERNIST  BC/BE  — Position  available  in  a community-based  uni- 
versity affiliated  internal  medicine  residency  program.  Must  have  de- 
sire to  practice  and  teach  quality  internal  medicine.  Would  join  5 Board 
Certified  general  internists  who  actively  participate  in  the  ambulatory 
care  program  and  on  the  medical  wards.  Excellent  subspecialty  support. 
Special  interest  in  GI,  ID  or  geriatrics  desirable,  but  not  required.  Im- 
mediate opening,  but  will  consider  applicants  available  July  1989.  Uni- 
versity of  Iowa  clinical  faculty  appointment  available  to  qualified  ap- 
plicants. The  Des  Moines  Veterans  Administration  Medical  Center  is 
a 250-bed  acute  medical  surgical  hospital  with  a large  multispecialty 
outpatient  program  and  residencies  in  medicine  and  surgery.  Regular 
hours  and  liberal  fringe  benefits.  For  information  contact  Dr.  Vincent 
Fiorica,  Acting  Chief,  Medical  Service,  515/271-5825.  Apply  to  Personnel 
Service,  VAMC,  30th  & Euclid,  Des  Moines,  Iowa.  EOE. 


FAMILY  PRACTICE/INTERNAL  MEDICINE  — Attractive  opportuni- 
ties for  Board  Certified/Board  Eligible  family  practice  and  internal  med- 
icine physicians  in  Michigan  and  Wisconsin.  Contact  Bob  Strzelczyk 
to  discuss  your  practice  requirements  and  these  positions.  Strelcheck 
& Associates,  Inc.,  12724  North  Maplecrest  Lane,  Mequon,  Wisconsin 
53092;  414/243-9500  (collect)  or  outside  Wisconsin  800/243-4353. 


IOWA  CITY  AND  CEDAR  RAPIDS  — Positions  are  available  for  full 
or  part-time  physicians  in  our  outpatient  family  practice  offices.  No 
weekends.  No  call.  Income  guaranteed.  Excellent  opportunities  avail- 
able in  these  ideal  locations!  Contact  Jill  Buschmann,  Medicenter  West, 
2215  Westdale  Drive,  SW,  Cedar  Rapids,  Iowa  52404.  Phone  319/396- 
2000. 


BE/BC  FAMILY  PRACTITIONER  — Needed  to  join  busy  13-doctor 
multispecialty  group  in  clean  North  Dakota  Lake  Country.  Salary  and 
fringe  benefits  very  liberal.  Send  CV  or  inquiries  to  Lake  Region  Clinic, 
PC,  P.O.  Box  1100,  Devils  Lake,  North  Dakota  58301.  Attention:  Joel 
Rotvold  or  call  collect  at  701/662-2157  for  further  information. 


EMERGENCY  MEDICINE  PHYSICIAN  — Full-time  position  for  emer- 
gency medicine  physician  at  Mercy  Hospital  Medical  Center  in  Des 
Moines,  Iowa.  Must  be  Board  Eligible  or  Board  Certified  in  emergency 
medicine  or  family  practice.  Competitive  benefits  and  compensation. 
Please  send  CV  to  Kenneth  P.  Schultheis,  D.O.,  Emergency  Physicians 
Services,  6th  and  University,  Des  Moines,  Iowa  50314. 


FAMILY  PRACTICE  — BE/BC  — To  join  established  practice  of  obste- 
trician and  family  practitioner  in  progressive  community  in  northwest 
Missouri  with  state  university.  Excellent  JCAHO  hospital  facilities.  Good 
physician  complement  available  with  subspecialty  representation.  Con- 
tact Martin  Goedken,  VP,  St.  Francis  Hospital,  2016  South  Main,  Mary- 
ville, Missouri  64468;  816/562-2600. 


LATEX  GLOVES  LATEX  GLOVES  LATEX  GLOVES  — FDA  ap- 
proved. One  case,  20  box/case,  100/box  $200.  Two  cases  $190  each.  Ten 
or  more,  call  for  prices.  Satisfaction  Guaranteed.  Medson  International 
Company,  800/366-1789. 


IM/ENDOCRINOLOGIST  — Needed  for  small  group  practice  in  at- 
tractive west  central  Illinois  community  of  80K  draw  near  metro  areas. 
Develop  endocrinology  services  for  200  -f  bed  hospital  sending  referrals 
45  miles  away.  A general  internist  is  also  needed.  Excellent  financial 
package.  Contact  Mary  Wyrdcoop,  Tyler  & Company,  9040  Roswell 
Road,  Atlanta,  Georgia  30350.  Call  404/641-6411. 


INTERNIST-BE/BC  — For  progressive  community  in  northwest  Mis- 
souri with  state  university.  Solo  or  join  established  internist.  Excellent 
JCAHO  hospital  facilities  including  CT  scanning,  ultrasound,  nuclear 
medicine,  doppler  studies,  endoscopies,  cardiac  stress  testing,  hotter 
monitor.  Good  physician  complement  available  with  subspecialty  rep- 
resentation. Contact  Martin  Goedken,  VP,  St.  Francis  Hospital,  2016 
South  Main,  Maryville,  Missouri  64468;  816/562-2600. 


ORTHOPEDIC  SURGEON-BE/BC  — Progressive  JCAHO  hospital  and 
medical  staff  located  in  university  community  of  northwest  Missouri 
is  seeking  orthopedic  surgeon  to  serve  people  in  area  with  high  sports 
interest,  high  percent  of  elderly  and  documented  desire  and  need  for 
specialty  services.  Community  provides  hometown  livability  with  big 
city  accessibility.  Located  approximately  2 hours  from  Kansas  City, 
Omaha  and  Des  Moines.  Contact  Martin  Goedken,  VP,  St.  Francis 
Hospital,  2016  South  Main,  Maryville,  Missouri  64468,  or  call  collect 
816/562-2600,  ext.  5001. 


ANOTHER  IMS 
MEMBER  SERVICE 

Physicians  who  are  members  of 
the  Iowa  Medical  Society  may  ad- 
vertise in  the  classified  section  for 
3 months  without  charge. 


PHYSICIANS 

T^th°\6ung  places  physicians  in  aii  medicai 
speciaities.  Our  ciients  inciude  hospitais,  ciinics, 
group  practices,  HMO’s,  etc.  throughout  the  coun- 
try — entire  fee  paid  by  our  client  employers. 
Some  of  our  current  opportunities  include: 

FAMILY  PRACTITIONER  — $70K.  Several  op- 
portunities available  in  community  hospitals  within 
1 hour  of  Twin  Cities.  Partnership  and  buy-ins 
available  after  1st  year. 

CARDIOLOGIST  — to  $150K.  Superb  orga- 
nization with  great  potential.  Large  midwestern 
MD  owned  cardiac  center  with  large  referral  base. 

INTERNIST  — Solid  opportunities  in  gorgeous 
areas  near  Twin  Cities  and  Bismarck. 

OB/GYN  — Strictly  high  risk  OB  in  semi-rural 
hospital  within  V2  hour  of  Twin  Cities. 

Completely  confidential.  For  further  information 
call  or  send  your  curriculum  vitae  to: 

°I^th°V6ung* 

EXECUTIVE  RECRUITERS 
4530  West  77th  St.,  Minneapolis,  MN  55435 
612/831-6655  Attn:  Jeffrey  Kennedy 
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ALLERGY 


ELECTRODIAGNOSIS 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 

PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELIKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 

ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 

JOHN  A.  CAFFREY,  M.D.,  P.C. 

1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  |.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

|.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


OPHTHALMOLOGY 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  |R.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  ).  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


A Source  of  Pride 


The  IOWA  MEDICAL  FOUNDATION,  a Very  spe- 
cial arm  of  organized  medicine  in  Iowa,  is 
an  organization  of  which  physicians  can  be 
proud.  Created  in  the  1950s,  its  only  function 
is  helping  lowans. 

The  Iowa  Medical  Foundation  exists  to  en- 
gage in,  promote  and  contribute  to  the  support 
of  educational  and  scientific  activities  and  proj- 
ects. The  multifaceted  program  of  the  Foun- 
dation reflects  its  original  purpose. 

Helping  Tomorrow's  Physicians 

The  Iowa  Medical  Foundation  has  2 main 
thrusts.  One  is  the  Dr.  George  Scanlon  Med- 
ical School  Loan  Fund.  This  loan  fund  honors 
Dr.  George  Scanlon,  an  Iowa  City  surgeon  who 
inspired  the  program  for  many  years.  Since 
the  Foundation's  inception,  $1.6  million  has 
been  loaned  to  over  600  medical  students. 

For  the  past  3 years,  the  Foundation  has 
allocated  $150,000  per  year  for  loans  for  junior 
and  senior  medical  students  with  Iowa  ties. 
Federal  funding  cutbacks  and  the  spiraling  cost 
of  medical  schooling  have  made  this  financial 
aid  increasingly  crucial. 

Supporting  Worthy  Projects 

The  Foundation  is  also  privileged  to  have 
the  Dr.  Henry  Albert  Physician  Benevolence 
and  Public  Health  Fund.  Dr.  Albert  practiced 
in  Iowa  and  stipulated  in  his  will  that  proceeds 
from  his  estate  be  used  for  activities  and  proj- 
ects benefiting  health  and  medicine.  The 
Foundation  has  received  about  $263,000  from 
this  source  since  the  mid-1960s. 

Just  a few  of  the  projects  recently  receiv- 
ing support  from  the  Albert  Trust  include: 

• The  Hawkeye  Science  Fair  — A scientific 
education  program  which  affords  students  the 


opportunity  to  present  scientific  exhibits. 

• Assistance  Program  For  Troubled  Physi- 
cians (APTP)  — A continuing  program  de- 
signed to  assist  physicians  who  are  hampered 
by  addiction  or  other  problems. 

• Iowa  Coalition  For  Comprehensive  School 
Health  Education  — A cooperative  effort  be- 
tween the  Foundation  and  several  voluntary 
health  agencies  to  promote  teaching  health  ed- 
ucation in  Iowa  schools. 

• Iowa  Games  — The  Iowa  Games,  held 
annually  in  Ames,  offer  competition  in  a va- 
riety of  sports  to  lowans  of  all  ages  and  athletic 
abilities. 

• Child  Abuse  Identification  Training  Tape  — 
A 2-hour  educational  program  for  physicians 
to  assist  them  in  identifying  and  reporting  child 
abuse. 

• Alcohol/Drug  Induced  Trauma  Videotape  — 
A video  presentation  targeted  for  adolescents 
on  the  dangers  of  drug  and  alcohol  abuse.  The 
tape,  entiled  "It's  A Lie,"  was  distributed  to 
all  Iowa  schools  through  the  Iowa  Department 
of  Public  Instruction. 

Through  financial  aid  to  future  physicians 
and  support  of  these  and  other  worthy  proj- 
ects, the  Iowa  Medical  Foundation  truly  is  ful- 
filling its  stated  purpose. 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


Working  today  for  a healthier  tomorrow 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


John  A.  Bohn 


Bruce  A.  McGehe 


i 

Byron  J.  Reburn 


i 

Turn  to  the  preceding  page  and  find  out  how  your  award-winning  ( 

Roche  representative  can  help  both  you  and  your  patients. 
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NEW  YORK  ACADEMY  OF  MEDICINE 

L I BRARY 

2 EAST  103RD  STREET 
NEW  YORK,  NY  10029 


IPMIT.  At  Your  Service. 


At  Your  Service,  Indeed! 


What  is  making  the  Iowa  Medical  Society- 
sponsored  IPMIT  Professional  Liability  Insurance 
Program  a success?  Competitive  premiums? 

To  be  sure! 

What  else?  Service?  To  be  sure! 

At  IPMIT,  service  to  policyholders  ranks  alongside 
cost  on  the  scale  of  importance.  We  have  an 
absolute  and  singular  dedication  to  serving  our 
Iowa  physician  insureds.  And  prospective 
insureds. 


We  are  here  to  answer  coverage  questions.  We 
are  here  to  provide  claims  service.  And  we  are 
here  to  furnish  risk  management  tools. 

Please  use  the  IPMIT  HOTLINE  for  information 
and  assistance.  Insured  physicians  are  urged  to 
use  it  to  report  any  situation  over  which  there  is  a 
liability  concern  — and  to  do  so  immediately.  The 
IPMIT  HOTLINE  number  is  1/800/642-6054. 

PICTURED  ABOVE  - (From  Left)  Kathy  Brewer,  agent, 

IMS  SERVICES;  Dena  Eason,  risk  management 
coordinator,  IPMIT;  Kay  Ridnour,  claims  manager,  IPMIT; 
and  Linda  Morische,  underwriter,  IPMIT. 


PHYSICIANS  MUTUAL  INSURANCE  TRUST 

Your  IPMIT  Program  Is  Supported  By  IMS  SERVICES 
1239  Eighth  Street,  West  Des  Moines,  Iowa  50265 
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Be  AS  GREATAS  GaLVANI 
WrraOUT  LETTING  YOUR 
BUSINESS  SUFFER. 


Iuigi  Galvani  de  Bologne, 

^1737-1798,  was  a great 
scientist  and  surgeon,  but 
he  died  poor.  StrategiCare 
could  have  helped  him  adopt 
practice  management 
strategies  to  make  him  a sound 
businessperson,  too. 

Dubbed  "the  frog  dancing 
master’,’  Galvani  discovered 
that  touching  the  legs  of  a frog 
with  a metal  instrument  during  a thunderstorm 
caused  the  muscles  to  contract.  Today  he  is  known 
as  one  of  the  founders  of  electricity,  but  during  his 


life  he  was  deemed  eccentric. 
Toward  the  end  he  was 
forced  to  lean  on  his  last  few 
friends  for  financial  assistance, 
StrategiCare's  integrated 
products  and  services  for  the 
business-side  of  health  care 
could  have  maximized  his 
profits,  without  taking 
treasured  time  away  from  his 
primary  pursuits. 

We’ve  integrated  the  essential  aspects  of 
business  to  help  physicians  be  great  in  health  care 
and  in  business. 


BUSINESS  DEVELOPMENT  ‘BUSINESS  FORMS  ‘COMPUTER  SYSTEMS 
FURNISHINGS  AND  DESIGN  ‘ MANAGEMENT  SERVICES  ‘ PERSONNEL  SERVICES 

Bringing  Business  Solutions  to  Health  Care 


StratefflCare 

^ INC 


TM 


Westown  Business  Center  I • 1701  48th  Street,  Suite  201  • West  Des  Moines,  Iowa  50265 
For  more  information,  contact  Joseph  Wilkinson,  515-224-5890  or  800-331-4479 
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For  this  University  of  Iowa  issue,  the  camera  cre- 
ates a dramatic  view  of  columns  on  Old  Capitol's 
west  portico.  The  perspective  looks  toward  the 
College  of  Medicine  and  other  elements  of  the 
Ul  FHealth  Center,  including  the  colleges  of  den- 
tistry, nursing  and  pharmacy;  University  Hospi- 
tals and  Clinics,  Hospital  School,  and  the  Wen- 
dell Johnson  Speech  and  Hearing  Center.  Photo 
by  Jim  Richardson,  courtesy  of  the  University  of 
Iowa. 
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A 


s business  professionals,  more  and  more 
physicians  are  looking  to  computer  systems 
to  dramatically  improve  productivity  and 
generate  timely  information  for  sound  financial 
management  and  superior  patient  care. 

Gain  Full  Control  of  Your  Practice 


Automate  your  business  with  a complete  medical 
practice  management  solution  from  Systems  Plus. 

The  Medical  Manager"  manages  your  individual  or 
group  practice  from  the  moment  a new  patient  calls  for 
an  appointment  through  billing  and  patient  recall. 


Why  Not  Treat  Your 
Practice  as  Well  as 
You  Treat  Your 
Patients? 


- Comprehensive  Features  - accounts  receivable,  insurance 
billing,  appointment  scheduling,  clinical  history,  hospital 
rounds,  referring  doctor  information,  procedure  and 
diagnosis  history 

- Accountability  - creates  over  100  detailed  office  manage- 
ment and  financial  reports.  Custom  Report  Generator 
available 


increased  efficiency,  productivity,  and  profita- 
bility while  gaining  tighter  control  over  the 
day-to-day  operations  of  their  businesses. 

For  more  information  and  a thorough  demon- 
stration of  The  Medical  Manager,  contact 
Entre  Computer  Center. 


Electronic  Media  Claims  Module  - increases  cash  flow  by 
reducing  insurance  payment  turnaround  time.  The  EMC 
module  submits  and  tracks  "paperless"  insurance  claims 
via  modem,  diskette,  or  tape  to  multiple  claims  centers 
nationwide 

Flexibility  - supports  popular  hardware  and  multi-user 
operating  environments  including  PC  DOS',  Concurrent 
EnDS"",  Xenix*  Unix®  and  networks 


(GnTR€) 

COmPUTGR  CGHTGR® 

1229  First  Avenue,  S.E.,  Cedar  Rapids,  lA  52402 
(319)  366-3600 


Over  the  past  7 years,  the  benefits  of  automating  medical 
practices  with  The  Medical  Manager  have  been  proven  in 
5,000  single  and  multi-user  installations  supporting  12,000 
physicians  nationwide.  Thousands  of  your  colleagues  have 


The  Medical  Manager  is  marketed  nationally  by  Systems  Plus.  Inc  The  Medical  Manager  is  a 
registered  trademark  of  Personalized  Programming.  Inc  Systems  Plus,  Inc  and  its  logo  are  reg- 
istered trademarks  of  Systems  Plus,  Inc.  PC  DOS  is  a registered  trademark  of  IBM  Concurrent 
PC  DOS  is  a trademark  of  Digital  Research.  Unix  is  a registered  trademark  of  AT&T  Xenix  is  a 
registered  trademark  of  Microsoft  Corporation, 


Daniel  M.  Youngblade,  M.D. 

President's  Privilege 


Membership  Has 


WHEN  MOST  OF  US  ENTERED  the  practice  of 
medicine,  we  had  no  idea  of  the  chal- 
lenges we  would  face.  As  time  goes  on, 
these  challenges  seem  to  come  at  us  from 
every  direction  — increasingly  inflated  pa- 
tient expectations,  pressure  from  govern- 
ment and  other  third  party  payors,  sophisti- 
cated equipment  and  techniques  and  knotty 
ethical  issues.  The  list  grows  ever  longer. 

I believe  the  environment  in  which  we 
practice  will  be  determined  by  how  orga- 
nized medicine  meets  these  scientific  and  so- 
cioeconomic challenges.  For  this  reason,  we 
need  the  Iowa  Medical  Society  and  the 
American  Medical  Association  working  on 
our  behalf.  One  of  the  privileges  of  member- 
ship in  organized  medicine  is  having  2 such 
well-respected  organizations  speaking  for  us. 

Many  activities  undertaken  on  behalf  of 
the  profession  are  not  readily  apparent.  Suc- 
cess is  sometimes  difficult  to  measure.  On 
the  state  level,  one  example  is  Medicare 
reimbursement  to  Iowa  physicians.  The  IMS 
is  in  the  process  of  educating  legislators  re- 
garding low  reimbursement  to  Iowa  physi- 
cians in  comparison  to  other  areas  of  the 
country.  The  Society's  "Medicare  Partners" 
program  has  been  instrumental  in  demon- 
strating that  voluntary  acceptance  of  Medi- 
care assignment  is  preferable  to  mandatory 
Medicare  legislation. 

Nationally,  the  AMA  has  achieved  sev- 
eral key  legislative  victories  in  the  past  2 


Its  Privileges 


years.  The  AMA  won  passage  of  favorable 
amendments  to  the  Medicare  Catastrophic 
Bill  and  due  process  protection  for  physi- 
cians participating  in  peer  review.  The  AMA 
defeated  passage  of  bills  which  would  have 
allowed  broad  access  to  physician  data 
banks  by  malpractice  attorneys  and  drug  dis- 
pensing by  non-physicians. 

These  challenges  will  not  go  away.  Or- 
ganized medicine  is  continually  assessing 
the  priorities  of  physicians  and  changing 
programs  and  services  to  meet  those  needs. 

It  is  your  right  and  your  privilege  to  have  a 
voice  in  setting  medicine's  priorities.  Please 
join  me  in  supporting  organized  medicine  by 
joining  your  county  society,  the  IMS  and  the 
AMA. 

This  month's  iowa  medicine,  in  keeping 
with  long  tradition,  is  devoted  to  the  Uni- 
versity of  Iowa  College  of  Medicine  and 
Hospitals  and  Clinics.  I know  you  will  join 
me  in  saluting  our  colleagues  in  Iowa  City 
and  their  contributions  to  the  fields  of  medi- 
cal education  and  research. 


Daniel  M.  Youngblade,  M.D. 

President 
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A New  President's  Perspective 


HUNTER  R.  RAWLINGS  III 
Iowa  City,  Iowa 


The  comments  of  Hunter  R.  Rawlings 
III,  new  president  of  the  University  of 
Iowa,  are  based  on  remarks  to  IMS 
trustees,  who  invited  Dr.  Rawlings  to 
visit  with  them  during  a December 
meeting. 


Before  i came  to  the  University  I was 
aware  of  the  excellent  reputation  of  the 
College  of  Medicine  and  now  1 can  appreci- 
ate first-hand  the  basis  for  that  fine  reputa- 
tion. What  I've  found  is  a skilled,  highly 
motivated  faculty  whose  influence  on  stu- 
dents and  on  the  vitality  of  the  campus  goes 
well  beyond  the  implied  boundaries  of  the 
words,  college  of  medicine. 

When  I first  arrived  at  the  University,  I 
was  unaware  of  the  medical  faculty's  very 
large  teaching  responsibility  for  students 
other  than  the  700  students  who  aspire  to  be 
physicians.  I have  since  learned  that  another 
2,800  students  take  courses  in  the  basic  sci- 
ence departments  of  the  College  of  Medi- 
cine. Among  these  are  Ph.D.  candidates  in 
science,  students  in  the  3 other  health  col- 
leges and  liberal  arts  majors  in  microbiology 
and  biochemistry. 

In  addition,  faculty  members  teach  grad- 
uate physicians  in  the  full  range  of  special- 
ties, conduct  research  and  utilize  advanced 
technologies  in  their  care  of  patients  at  the 
UI  Hospitals  and  Clinics,  where  a great  deal 


Hunter 

Rawlings 


of  their  teaching  takes  place.  Some  500  men 
and  women  organized  into  21  academic  de- 
partments carry  on  this  high  level  of  teach- 
ing, research  and  patient  care.  This  group, 
teaching  16  specialties  and  94  subspecialties, 
makes  up  nearly  one  third  of  the  full-time 
faculty  at  the  University  of  Iowa. 

Another  dimension  of  the  faculty  that 
impresses  me  very  much  is  outreach  to 
members  of  the  medical  profession  through- 
out Iowa.  Annually,  UI  medical  faculty 
members  present  some  200  continuing  edu- 
cation programs  for  over  10,000  registrants, 
give  more  than  100  invited  presentations 
and  provide  some  400  consultative  services. 

I am  very  proud  that  this  concentration  of 
professional  expertise  is  so  readily  available 
to  Iowa  practitioners,  both  in  continuing  ed- 
ucation settings  and  in  the  UI  Hospitals  and 
Clinics. 
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Another  significant  index  of  the  quality 
of  the  college  is  shown  in  its  sources  of  fi- 
nancial support.  How  many  lowans  realize 
their  College  of  Medicine  ranks  among  the 
top  10  public  medical  colleges  in  the  nation 
in  generating  research  funding?  How  many 
know  that  89%  of  the  College's  budget  of 
$161  million  comes  from  gifts,  grants,  con- 
tracts, earned  professional  fees,  tuition  and 
reimbursed  overhead,  while  only  11%  comes 
from  state  appropriations? 

Clearly,  the  College  of  Medicine  repre- 
sents a real  bargain  to  Iowa  taxpayers.  But 
this  is  not  to  say  no  new  state  funding  is 
needed.  The  UTs  medical  faculty  earns  a 
greater  proportion  of  its  budget  through 
time  devoted  to  professional  services  and 
patient  care  than  do  medical  faculties  at  our 
peer  institutions.  We  need  to  alleviate  that 
burden  and  bring  the  work  of  the  faculty 
into  better  balance.  The  college  has  a serious 
need  for  more  appropriations  to  maintain  in- 
struction and  provide  academic  space. 


2000  is  Coming 

JOHN  W.  ECKSTEIN,  M.D. 

Iowa  City,  Iowa 

WITH  THE  21ST  CENTURY  Still  a decade 

away,  futurist  Marvin  Cetron  made 
the  following  drastic  demographic  predic- 
tions for  the  year  2000  at  the  recent  Ameri- 
can Medical  Association  Leadership  Confer- 
ence: 

• More  than  25  million  Americans  will 
be  over  65,  and  100,000  over  100. 

• In  70%  of  families  both  spouses  will 
work. 

• Nurses  and  paramedical  personnel 
will  be  in  short  supply  and  over  80%  of  phy- 
sicians may  be  in  salaried  practice. 

• Advances  in  biomedical  research  and 
technology  will  bring  unparalleled  diagnostic 
and  therapeutic  possibility. 

(Continued  next  page) 


The  College  of  Medicine  has  been  part 
of  the  University  for  nearly  120  years.  It  de- 
veloped its  early  renown  in  clinical  teaching 
and  patient  care  in  departments  with  which 
we  associate  trail-blazers  such  as  Alcock, 
Bean,  DeGowin,  Flocks,  Keettel,  Leirle, 

Sahs,  Steindler,  Van  Epps  and  Warner, 
among  many.  Today  there  are  new  innova- 
tors in  molecular  biology,  immunology,  on- 
cology, cystic  fibrosis  and  the  study  and 
treatment  of  alcohol  and  birth  defects,  cardi- 
ovascular disease,  occupational  lung  disor- 
ders, cognitive  neuroscience  and  diseases  of 
the  elderly.  These  somewhat  broad  names 
imply  interdisciplinary  participation,  which 
indeed  is  flourishing  in  the  college  today. 

The  health  components  of  the  UI  are 
shining  lights  among  the  nation's  top  insti- 
tutions. I realized  this  early  in  my  still-recent 
association  with  the  College  of  Medicine.  I 
am  very  proud  of  the  tradition  Dean  Eck- 
stein and  his  colleagues  so  ably  carry  on  — 
Iowa's  physicians  must  also  be  proud. 


UI  College  of  Medicine  Administration  — Shown  in 
the  newly  occupied  Human  Biology  Research  Facility  are 
Dean  John  Eckstein,  (seated  center);  flanked  by  Carol 
Aschenbrener,  M.D.,  senior  associate  dean;  and  William 
Lillibridge,  assistant  dean;  (from  left  in  back  row)  Paul 
Seebohm,  M.D.,  consultant  to  the  dean;  Richard  Caplan, 
M.D.,  associate  dean,  continuing  medical  education; 
Charles  Helms,  M.D.,  associate  dean,  student  affairs  and 
curriculum;  Rex  Montgomery,  Ph.D.,  associate  dean, 
academic  affairs;  John  Kasik,  M.D.,  associate  dean, 
Veterans  Administration  Affairs;  and  Richard  K.  Schmidt, 
assistant  to  the  dean. 
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It  is  human  to  be  intrigued  by  the  future 
for  which  we  wait  with  varying  degrees  of 
interest  and  patience. 

Meanwhile,  the  interim  is  significant, 
not  to  be  wished  or  worried  away  in  antici- 
pation of  dramatic  change.  For  the  Univer- 


'More  than  25  million  Ameri- 
cans will  be  over  65,  and 
/ 00,000  over  100.  . . . Advances 
in  biomedical  research  and 
technology  will  bring  unparal- 
leled diagnostic  and  therapeutic 
possibility.' 


sity  of  Iowa  and  the  College  of  Medicine, 
events  in  the  interim  will  greatly  influence 
the  vigor  with  which  we  greet  the  new  cen- 
tury. 

Early  in  his  tenure.  President  Rawlings 
set  as  a major  goal  development  of  strategic 
planning  for  the  University.  The  College  of 
Medicine,  as  one  of  the  largest  units  contrib- 
uting to  the  plan,  will  be  expending  consid- 
erable effort  over  the  next  few  months  to  de- 
velop an  action-oriented  plan  for  years  1990- 
95.  Planning  is  not  new  to  the  University  or 
the  College,  but  the  current  planning  proc- 
ess will  yield  a university-wide,  integrated 
plan. 

As  the  College  of  Medicine  develops  its 
strategic  plan,  we  are  mindful  of  the  need  to 
address  the  health  education  and  health  care 
needs  of  lowans.  It  is  also  essential  we  re- 


main competitive  for  constant-dollar  research 
funds. 

There  is  excitement  and  optimism  about 
the  future  as  we  prepare  for  the  next  cen- 
tury. In  this  undertaking,  I am  grateful  for 
the  support  of  the  executive  staff  — senior 
associate  dean  Aschenbrener,  Drs.  Montgo- 
mery, Helms,  Caplan,  Kasik  and  Seebohm, 
and  the  Messrs.  Lillibridge  and  Schmidt. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages; 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515-'243-3690  or  Iowa  toll-free:  1-800-622-8335 


We  invite  you  to  take  advantage  of  our  44  years  as  specialists  in  Medical  Practice 
Management. 

Our  consultants  and  specialty  departments  stay  abreast  of  changing  conditions 
in  the  areas  of  practice  and  personnel  management,  income  tax,  marketing,  fi- 
nancial planning  and  practice  analysis.  Call  or  write  us  today  for  a confidential 
discussion  of  your  needs  and  our  many  services. 


^ Professional  Management  Midwest 


rsOCiETYN 
OF 

'^poofessionalN 

BUSINESS 

CONSULTANTS 


6182  Terrace  Drive 
Johnston,  lA  50131 
515/280-3310 


4403  1st  Ave.,  S.E.  Suite  111 
Cedar  Rapids,  iA  52402 
319/395-7638 
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College  of  Medicine 
CME  Activities 


LOUIS  G.  CRIST,  M.A. 
Iowa  City,  Iowa 


The  author  provides  an  update  on  the 
extensive  continuing  medical  educa- 
tion activities  undertaken  by  the  Uni- 
versity of  Iowa  College  of  Medicine. 


The  physicians  of  iowa  are  served  well 
by  the  continuing  medical  education 
programs  offered  by  the  University  of  Iowa 
College  of  Medicine.  This  was  an  observa- 
tion from  James  F.  Stiles,  M.D.,  Cedar  Rap- 
ids family  physician  who  is  one  of  5 commu- 
nity practitioners  serving  on  the  College's 
Committee  on  Continuing  Medical  Educa- 
tion. 

Dr.  Stiles'  observation  underlines  a ma- 
jor mission  of  the  College  of  Medicine,  to  re- 
spond to  the  life-long  educational  needs  of 
physicians  and  allied  health  personnel.  In 
1988,  the  College  sponsored  or  jointly  spon- 
sored 220  formally  structured  continuing  ed- 
ucation programs  in  38  Iowa  counties: 

• Registrations  numbered  10,787. 

• 70%  of  Iowa's  medical  practitioners 
enrolled  in  at  least  one  CME  activity  con- 
ducted in  1988. 


Mr.  Crist  is  a program  associate  in  continuing  medical  education. 
University  of  Iowa  College  of  Medicine. 


• CME  registrants  live  in  all  50  states, 
the  District  of  Columbia  and  many  foreign 
countries. 

• There  are  2,567  College  of  Medicine 
faculty  participations  by  more  than  1,200  in- 
dividuals. 

• Substantial  numbers  of  non-physician 
health  professionals  were  also  served  by  the 
College. 

Approximately  50  physicians  from  Iowa 
and  surrounding  states  also  participate  each 
year  in  the  College's  individualized  trainee- 
ships.  The  College  also  serves  as  a joint 
sponsor  of  86  internal  teaching  conferences 
conducted  regularly  by  the  College's  16  clini- 
cal departments.  Community  physicians  are 
invited  to  attend. 

CME  Activities  and  Programs 

In  1970,  an  Office  of  Continuing  Medical 
Education  became  part  of  the  Dean's  Office. 
The  College's  CME  activities  are  guided  by 
Richard  M.  Caplan,  M.D.,  Associate  Dean 
for  Continuing  Medical  Education.  (Dr.  Ca- 
plan authors  "CME  Notebook"  each  month 
in  IOWA  MEDICINE.) 

The  Office  of  Continuing  Medical  Edu- 
cation: 

• Provides  information  on  policies  and 
procedures  for  AMA  Category  1 credit  for 
medical  education  activities. 

• Assists  in  planning,  conducting  and 
evaluating  educational  programs. 

• Suggests  College  of  Medicine  faculty 
to  serve  as  educators  and  presentors  for 
community  programs. 

(Continued  next  page) 
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• Provides  planning  and  program  coor- 
dination between  College  of  Medicine  fac- 
ulty and  local  sponsors  of  CME  activities. 

• Explores  innovative  approaches  to 
continuing  medical  education. 

CME  programming  is  offered  by  all  clin- 
ical departments  and  several  basic  science 
departments.  Close  relationships  with  many 
of  Iowa's  medical  and  health-related  organi- 
zations have  been  fostered  through  the  Col- 
lege's activities  in  CME.  By  virtue  of  its  ac- 


'For  the  physicians,  the  fair  of- 
fers an  effective  way  to  obtain 
information  about  Iowa  practice 
opportunities.' 


creditation  by  the  national  Accreditation 
Council  for  Continuing  Medical  Education 
(ACCME),  the  College  is  permitted  to  desig- 
nate continuing  education  activities  it  spon- 
sors or  jointly  sponsors  with  other  organiza- 
tions as  Category  1 continuing  medical 
education. 

The  Office  of  Community  Based  Pro- 
grams (OCBP)  in  the  College  of  Medicine  co- 
ordinates the  Statewide  Family  Practice 
Training  Program.  This  program  provides 
outreach  services  including  the  Visiting  Pro- 
fessor Program,  the  Medical  Practice  Devel- 
opment Program  and  the  Iowa  Family  Prac- 
tice Opportunities  Fair. 

The  Visiting  Professor  Program,  which 
began  in  1973,  is  used  by  University-affili- 
ated family  practice  residency  programs  in 
Davenport,  Des  Moines,  Mason  City,  Sioux 
City  and  Waterloo  to  augment  their  medical 
community's  teaching  resources.  Visiting 
faculty  from  the  University  of  Iowa  support 
family  practice  graduate  training.  They  are  a 
source  of  continuing  medical  education  for 
physicians  practicing  and  teaching  in  com- 
munities where  family  practice  residencies 
are  located.  Faculty  from  18  College  of  Medi- 
cine departments  conduct  more  than  200 
teaching  visits  annually. 

The  Medical  Practice  Development  Pro- 
gram helps  Iowa  communities  to  attract  fam- 
ily doctors;  172  Iowa  communities  have  re- 
ceived assistance  from  the  OCBP  since  1975. 


The  OCBP  helps  new  family  physicians 
identify  Iowa  practice  opportunities.  Physi- 
cians training  in  Iowa  residencies  receive 
special  attention,  but  services  are  also  ex- 
tended to  primary  care  physicians  training 
outside  Iowa. 

The  Iowa  Family  Practice  Opportunities 
Fair  has  been  held  annually  for  12  years. 

The  fair  facilitates  contacts  between  family 
practice  residents  interested  in  Iowa  practice 
opportunities  and  communities  seeking  fam- 
ily physicians.  For  many  communities,  this 
means  family  doctors  visit  locally.  For  the 
physicians,  the  fair  offers  an  effective  way  to 
obtain  information  about  Iowa  practice  op- 
portunities. Nearly  60  community  groups 
meet  with  60  to  70  family  physicians  at  each 
fair. 

Perinatal  Care  Program 

In  1973,  the  UI  Departments  of  Pediat- 
rics and  of  Obstetrics-Gynecology,  with 
funding  provided  by  the  Iowa  Regional 
Medical  Program,  initiated  a program  to  im- 
prove the  care  of  obstetrical  patients  and  in- 
fants in  Iowa  — particularly  those  consid- 
ered to  be  high-risk.  Directed  since  its 
inception  by  Herman  A.  Hein,  M.D.,  profes- 
sor in  the  Department  of  Pediatrics,  the 
Iowa  Statewide  Perinatal  Care  Program 
maintains  a regionalized  system  of  special- 
ized perinatal  services. 

A consultation  team  headed  by  Dr.  Hein 
travels  the  state  visiting  hospitals'  perinatal 
care  facilities  and  providing  help  relative  to 
established  standards  of  care  and  specialized 
maternity  and  infant  services.  Frank  J.  Zlat- 
nik,  M.D.,  professor  of  obstetrics  and  gyne- 
cology, shares  responsibilities  with  Dr.  Hein 
in  these  visits.  Two  nurses  are  also  members 
of  this  team. 

"I  just  received  a call  from  a family  phy- 
sician who  described  why  several  babies 
were  alive  in  his  home  community  because 
of  the  efforts  of  the  perinatal  team,"  Dr. 

Hein  said.  "The  call  was  spontaneous  and  is 
the  kind  of  feedback  that  gives  impetus  to 
keeping  Iowa  doctors  and  nurses  up  to  date 
in  this  critical  area  of  medicine." 

Several  other  activities  are  offered 
through  the  perinatal  care  program.  These 
include  a central  clearinghouse  of  informa- 
tion at  University  of  Iowa  Hospitals  and 
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Clinics,  written  educational  materials,  liaison 
with  health-related  groups,  a program  where 
physicians  and  nurses  come  to  the  Univer- 
sity for  a period  of  practical  education,  train- 
ing in  neonatal  transport  for  Level  II  nurses 
and  a variety  of  other  educational  programs. 

Educational  Programs 

Programs  which  serve  as  educational 
opportunities  for  medical  students  and  pro- 
vide physicians  with  valuable  continuing  ed- 
ucation experiences  are  the  Medical  Educa- 
tion and  Community  Orientation  (MECO) 
program  for  post-freshman  medical  stu- 
dents, 2-week  preceptorships  with  family 
physicians  across  Iowa  (required  of  third- 
year  students)  and  electives  in  the  fourth 
year  during  which  seniors  participate  in  a 
variety  of  medical  experiences,  including 
community-based  clerkships  in  primary  care. 

During  the  summer  of  1988,  50  post- 
freshman UI  medical  students,  as  a part  of 
the  MECO  program,  spent  8 to  10  weeks  in 
32  Iowa  hospitals  learning  about  the  health 
care  provided  in  a hospital  setting  and  the 


operational  aspects  of  a hospital.  The  Col- 
lege of  Medicine  greatly  appreciates  the  co- 
operation of  the  practicing  physicians  and 
hospitals  that  shared  their  resources  in  these 
programs. 

On  April  1,  1988,  a new  outreach  effort 
began  in  AIDS/HIV  training  and  education. 
Directed  by  Associate  Dean  Charles  M. 
Helms  and  coordinated  by  Louis  G.  Crist, 
physicians,  nurses  and  allied  health  care 
providers  across  Iowa  received  the  latest  in- 
formation concerning  treatment  techniques 
and  research  needed  to  meet  the  challenges 
of  caring  for  patients  with  AIDS  and  related 
conditions.  Iowa  is  one  of  7 sites  in  6 states 
comprising  the  Midwest  AIDS  Training  and 
Education  Center  (MATEC).  The  MATEC  is 
among  13  centers  which  blanket  the  country 
and  receive  funding  from  the  U.S.  Public 
Health  Service.  Eaculty  of  the  UI  Colleges  of 
Dentistry,  Nursing  and  Pharmacy  also  con- 
tribute to  this  educational  effort,  which  thus 
far  has  conducted  or  contributed  to  a variety 
of  conferences,  workshops  and  training  pro- 
grams. 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 

To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 

What  is/who  are  SOFTACTICS? 

A compai^  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 
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University  Hospitals  Reach  Out 


University  of  Iowa  Hospitals  and 
Clinics  extends  its  services  throughout 
Iowa  to  support  community  physi- 
cians and  the  hospitals  in  which  they 
serve  their  patients. 


As  ONE  OF  THE  NATION'S  MAJOR  referral 
hospitals.  University  Hospitals  does 
not  interpret  that  role  strictly  as  a magnet 
drawing  patients  in  need  of  comprehensive 
tertiary  care  to  Iowa  City.  Rather,  numerous 
patient  care  and  consultive  programs  decen- 
tralize specialized  expertise  to  serve  patients 
and  their  physicians  in  their  hometowns. 
Other  programs  extend  collaborative  assist- 
ance to  community  hospitals  and  emergency 
medical  service  volunteers. 

The  primary  emphasis  of  these  linkages 
is  to  provide  the  best  possible  health  care  for 
lowans  through  their  family  physicians  and 
hometown  hospitals.  Among  the  UIHC  pro- 
grams which  reach  from  Iowa  City  to  all  sec- 
tions of  the  state  are: 

The  Mobile  Child  Health 
Specialty  Clinics 

UIHC's  medical  and  non-medical  spe- 
cialists provide  examinations  to  children 
with  chronic  or  potentially  handicapping  dis- 
ease through  9 different  child  health  spe- 
cialty clinics  (pediatric/developmental,  mus- 
cle disorders,  adolescent,  cardiac,  cystic 
fibrosis,  ENT  orthopaedic,  residential,  and 
speech/language)  which  are  sponsored  as 
elements  of  Specialized  Child  Health  Serv- 
ices. 

During  the  past  year,  mobile  clinics 
were  held  on  220  days  in  26  communities 


throughout  the  state,  and  a total  of  4,204  pa- 
tient visits  were  recorded.  This  schedule 
brings  the  specialty  clinics  within  40  miles  of 
every  child  in  Iowa  twice  each  year. 

Most  follow-up  care  required  by  the 
children  seen  in  the  clinics  is  provided  by 
their  local  physician. 

Childhood  Cancer  Diagnostic  and 
Treatment  Program 

More  than  94  community  physicians 
participate  in  the  ongoing  care  of  children 
served  by  this  program.  A 24-hour  phone 
consultation  service  maintains  communica- 
tion between  these  physicians  and  UIHC  cli- 
nicians. 

Following  a diagnosis  of  cancer,  a child 
is  evaluated  and  assigned  to  a specific  treat- 
ment protocol  by  UIHC's  pediatric  oncolo- 
gists. The  UIHC  oncologist  then  shares  the 
ongoing  treatment  of  the  child  with  a physi- 
cian in  or  near  the  child's  home  community. 
Selected  chemotherapy  drugs  used  for  these 
protocols  are  supplied  and  dispensed  by 
University  Hospitals'  pharmacy,  since  they 
are  generally  not  available  in  the  community. 

About  200  young  cancer  patients  are  re- 
ceiving more  than  65%  of  their  care  from 
community  physicians,  with  the  remaining 
35%  provided  at  UIHC. 

Iowa  Newborn  Screening  Program 

The  roots  of  this  program  began  in  1965 
with  phenylketonuria  (PKU)  screening  for 
newborns,  and  now  provides  a mechanism 
for  screening  all  newborns  in  Iowa  for  3 
other  genetic/metabolic  disorders,  in  addi- 
tion to  PKU.  These  include  hypothyroidism, 
galactosemia  and  branched  chain  alpha-ke- 
toacidemia. 
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In  1988,  statewide  screening  for  hemo- 
globinopathies was  instituted.  Staff  members 
of  the  Iowa  Newborn  Screening  program 
and  the  advisory  board  of  the  Birth  Defects 
Institute  continually  evaluate  the  program  to 
determine  if  other  tests  should  be  added. 

Statewide  Epidemiology  Education 
and  Consultation 

This  program  was  established  in  1976  to 
provide  all  Iowa  hospitals  with  support  and 
training  to  meet  requirements  of  the  JCAHO 
and  health  codes  of  the  state  of  Iowa. 

More  than  98%  of  the  state's  acute  hos- 
pitals and  15  chronic  care  and  specialty  insti- 
tutions participate  in  the  statewide  program. 

Seminars,  extension  training  and  imme- 
diate consultation  services  on  infection  con- 
trol practices  are  also  offered  through  UIHC. 

Worksafe  Iowa 

This  occupational  medicine,  industrial 
hygiene  and  occupational  health  education 
outreach  program  provides  comprehensive, 
affordable  occupational  health  services  to 
Iowa's  business,  industrial  and  agricultural 
sectors.  Initial  funding  for  the  program  was 
received  from  the  W.K.  Kellogg  Foundation. 

WORKSAFE  IOWA'S  occupational  med- 
icine program  provides  training  for  both 
community  health  care  providers  and  future 
occupational  medicine  professionals  and 
consultation  to  community  physicians  and 
hospitals  with  business  outreach  services. 

Alzheimer's  Disease  Program 

Since  the  beginning  of  this  program,  45 
nursing  homes  in  Iowa  have  used  this  pro- 
gram to  develop  dedicated  Alzheimer's  nurs- 
ing units. 

The  program  began  with  community  ed- 
ucational outreach  programs  coordinated 
and/or  given  by  gerontological  clinical  nurs- 
ing specialists  from  UIHC. 

Last  year,  the  Department  of  Nursing 
provided  22  community  education  programs 
and  2 continuing  education  programs  for 
health  care  professionals  in  Iowa. 

Rural  Comprehensive  Care  for 
Hemophilia  Patients 

To  ensure  coordinated  treatment  for 
hemophilia  patients,  237  physicians  and  217 


Douglas  A.  Behrendt,  M.D.,  professor  and  chairman, 
division  of  cardiothoracic  surgery  at  UIHC,  reviews  a 
coronary  angiogram  with  Timothy  A.  Thomsen,  M.D.,  a 
cardiovascular/thoracic  surgeon  at  St.  Joseph  Mercy 
Hospital  in  Mason  City.  Dr.  Thomsen  recently  completed 
2 months  of  study  in  advanced  surgical  techniques  at  UIHC. 

dentists  from  Iowa  and  surrounding  states 
participate  in  this  program  by  sharing  the 
management,  care  and  treatment  of  hemo- 
philia patients  with  specialists  from  UIHC. 

Care  plans  are  developed,  and  reports 
and  information  about  the  patient's  condi- 
tion are  sent  to  UIHC  for  analysis.  A 24- 
hour  phone  service  provides  consultation 
and  assistance  in  emergencies. 

Statewide  Emergency  Services 

In  1978,  UIHC  established  an  emergency 
medical  services  learning  resources  center 
(EMSLRC)  to  develop  and  conduct  courses 
in  emergency  and  critical  care. 

The  EMSLRC  provides  training  for  some 
4,500  physicians,  nurses  and  other  health 
care  professionals  annually  in  the  clinical 
management  of  medical  and  traumatic  emer- 
gencies. 

For  the  convenience  of  Iowa's  health 
practitioners,  about  two-thirds  of  the 
EMSLRC  courses  are  conducted  on  an  out- 
reach basis  in  community  hospitals  and 
other  locations  around  the  state. 

In  1983,  the  EMSLRC  began  sponsor- 
ship of  the  Rural  Emergency  Cardiac  Care 
(Continued  next  page) 
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Project.  The  purpose  of  this  ongoing  study 
is  to  determine  if  the  use  of  defibrillators  by 
ambulance  personnel  first  responding  to  car- 
diac arrest  victims  increases  survival  when 
used  in  conjunction  with  community-wide 
training  in  cardiopulmonary  resuscitation. 
Other  major  programs  of  the  EMSLRC  in- 
cude  cardiopulmonary  resuscitation,  ad- 
vanced cardiac  life  support,  outreach  nurs- 
ing education,  advanced  trauma  life  support, 
a neo-natal  resuscitation  program,  EMT-par- 
amedic  training,  advanced  trauma  life  sup- 
port, computer-based  education  and  pediat- 
ric advanced  life  support. 

Transplantation  Network 

The  organ  and  tissue  transplantation 
program  at  UIHC  began  in  1955  with  3 cor- 
nea transplants. 

Since  that  time,  thousands  of  cornea, 
heart,  liver,  kidney,  skin,  pancreas,  heart- 
lung,  lung,  bone  and  bone  marrow  trans- 
plants have  been  completed  at  the  Univer- 
sity of  Iowa  Hospitals  and  Clinics. 


UIHC's  leadership  in  international  organ 
procurement  and  transplant  networks  has 
been  extended  with  the  establishment  of  a 
statewide  organization.  Representatives  of 
Iowa  hospitals  and  public  service  agencies 
participate  in  ongoing  education  efforts. 

Members  of  University  Hospitals'  trans- 
plantation program  present  community  fo- 
rums on  an  ongoing  basis  for  health  care 
professionals  and  members  of  the  general 
public. 

In  1989,  UIHC  and  Iowa  Methodist 
Medical  Center  (IMMC)  in  Des  Moines  ex- 
panded their  existing  collaborative  kidney 
transplantation  agreement  and  made  provi- 
sion for  a UIHC  transplant  surgeon  to  be  lo- 
cated in  Des  Moines  at  all  times  to  provide 
24-hour  coverage  to  IMMC  patients. 

UIHC  is  committed  to  serving  patients 
in  support  of  community  physicians  and 
hospitals  throughout  the  entire  state,  in 
keeping  with  its  established  role  as  the 
state's  comprehensive,  tertiary  referral  cen- 
ter. 


Hometown:  Manchester,  Iowa 
Fourth-year  honors  student,  Ul  College  of  Medicine 
Harold  S.  Brady  Scholarship  recipient,  1987-1989 
Member;  Iowa  Medical  Society,  AMA  Medical  Student  Section 


“Medical  students  at  Iowa  have  experiences  and 
involvement  in  research  that  they  might  not  get  at  other 
schools,  because  the  faculty  here  is  so  interested  in 
teaching  and  in  our  ideas  for  research.  And  we’re  thankful 
to  have  Iowa  Medical  Society  members  as  role  models. 
Working  with  them  on  the  formation  of  IPMIT  and  on  the 
malpractice  crisis  has  been  an  education,  too.  Medical 
students  need  to  know  what’s  happening  in  medicine  so 
they  will  be  prepared  to  deal  wi^  the  administrative  side 
of  clinical  practice. 

“I’d  like  to  stay  in  Iowa  after  I graduate,  because  the 
people  here  live  up  to  the  Midwest’s  reputation  for 
friendliness.  ’’ 

Contributions  to  the  Ul  College  of  Medicine  help  sustain  Iowa’s 
tradition  of  excellence  in  teaching,  research  and  patient  care. 

The  University  of  Iowa  Foundation  Alumni  Center  Iowa  City,  Iowa  52242 
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VA  Cooperation  Strengthens 
Vets'  Care,  Education 


A unique  partnership  between  the 
University  of  Iowa  College  of  Medi- 
cine and  3 Veterans  Administration 
hospitals  is  described. 


IF  HOSPITALIZED  VETERANS  enjoy  better  care 
in  Iowa  than  they  might  elsewhere  and 
medical  students  and  residents  learn  to  diag- 
nose and  treat  conditions  they  might  not 
otherwise  encounter  in  a school  setting, 
credit  a unique  linkage  of  3 Veterans  Admin- 
istration hospitals  and  the  University  of 
Iowa  College  of  Medicine. 

Located  literally  across  the  street  from 
each  other,  the  College  and  the  Veterans 
Administration  Medical  Center  in  Iowa  City 
share  clinical  skills,  educational  and  research 
efforts  so  successfully  their  relationship  is 
viewed  as  a model  by  the  Association  of 
American  Medical  Colleges  and  the  Veterans 
Administration. 

While  distance  precludes  the  College 
presence  from  being  as  obvious  in  VA  hospi- 
tals in  Des  Moines  and  Knoxville,  there  is 
continual  2-way  flow  of  information.  A vari- 
ety of  mutually  beneficial  sharing  agree- 
ments exist,  evolving  and  expanding  as  need 
develops. 

Recently,  the  partnership  opened  the 
way  for  the  Iowa  City  VA  to  launch  an  in- 
house  angioplasty  program  while  relying  on 
cardiac  surgery  at  the  University  Hospitals 
and  Clinics  for  backup.  Thus  the  Iowa  City 
VAMC  became  the  only  VA  program  in  the 


country  doing  angioplasties  without  in- 
house  cardiac  surgery. 

In  Des  Moines,  patients  are  treated  by 
UI  resident  physicians  in  all  the  subspecial- 
ties. At  the  Knoxville  VA  Hospital,  while  no 
formal  affiliation  with  the  University  exists, 
residents  from  Iowa  City  provide  consulta- 
tive services. 

For  the  hospitals  and  the  College  of 
Medicine,  the  affiliation  is  a powerful  tool 
for  staff  recruitment  and  retention.  VAMC 
physicians  hold  clinical  appointments  to  the 
college  faculty,  while  full-time  medical  fac- 
ulty members  make  rounds  and  conduct  re- 
search in  the  Iowa  City  facility. 

Affiliation  with  the  College  of  Medicine 
and  University  Hospitals  and  Clinics  pro- 
vides access  to  sub-specialty  services  offering 
cost-effective  comprehensive  care  to  veter- 
ans. It  also  permits  access  to  high-technol- 
ogy equipment,  procedures  and  treatment 
without  duplication.  An  example  is  the  UI 
kidney  stone  lithotripsy  program,  which  al- 
lows the  Iowa  City  VA  hospital  to  serve  as  a 
referral  center  and  offer  the  procedure  to  all 
172  V A centers  across  the  nation.  The  UI 
bone  marrow  program  is  available  as 
backup. 

As  with  any  successful  partnership,  con- 
tributions come  from  both  directions.  The 
Iowa  City  VAMC  tissue  typing  laboratory  — 
the  only  one  in  Iowa  — supports  the  trans- 
plant program  in  UIHC.  The  veterans  facility 
houses  the  UI  Diabetic  Endocrinolgoy  Re- 
search Center,  where  research  is  funded  by 
(Continued  next  page) 
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the  National  Institutes  of  Health.  All  3 Iowa 
VA  hospitals  provide  learning  opportunities 
for  students,  residents  and  staff  among  a 
unique  patient  population. 

Space  between  the  organizational  enti- 
ties is  bridged  by  the  College  of  Medicine's 
"Deans  Committee,"  whose  membership 
embraces  faculty  and  administrators  from 
both  UI  and  the  VAMC,  while  the  Iowa  City 
VAMC  chief  of  staff,  John  E.  Kasik,  M.D.,  is 
an  associate  dean  of  the  College  of  Medi- 
cine. Both  he  and  VAMC  Administrator 
Gary  L.  Wilkinson  meet  regularly  with  Dean 
John  W.  Eckstein  and  other  College  of  Medi- 
cine administrators  and  Wilkinson  is  an  ad- 
junct lecturer  in  the  College's  graduate  pro- 
gram in  hospital  and  health  administration. 


Plan  to  attend  the 
1989  Scientific  Session  and 
Annual  Meeting 
April  21-23 

Hotel  Savery,  Des  Moines 


MILLARD  K.  MILLS 
AND  COMPANY 

Offering 

COMPLETE  PRACTICE  SURVEYS 
or 

CONSULTATION  ON 
SPECIFIC  CONCERNS 
for 

GROUPS  OR  INDIVIDUAL  DOCTORS 

Millard  K.  Mills,  President 
Certified  Professional  Business 
Consultant 
40  years  experience 
Member:  Society  of  Professional 
Business  Consultants 
★ ★★★★★ 

226  Alta  Vista  Avenue 
Waterloo,  lA  50703 
(319)  232-1197 


ARAFATE' 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CAFtAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  dinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Flowever, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate  There  are,  howevei;  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  dunng  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  In  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1 712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987;9(4):395-399 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers]  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^ therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescnbing  information,  and  reference  on  adjacent  page. 


0160N8 


I out  of  2 teens  in  America  has  taken  drugs 
1 nut  of  2 parents  doesn’t  see  it. 


See,  the  Washingtons  think  it’s 
the  Smith  kid.  The  Smiths  think 
it’s  the  Sanchez  kid.  Maybe  the 
Sanchezes  think  it’s  your  kid. 

Maybe  it  is  your  kid. 

Find  out.  Ihlk  to  your  kids.  Tell  ’em 
the  dangers  of  di’ugs.  Tell  ’em 
how  to  handle  peer  pressure. 


Tell  ’em  you  care.  It’s  not  easy.  But 
I can  help.  So  write  me,  McGruff, 
EO.  Box  362,  Washington,  D.C. 
20044. 

Don’t  let  your  kids  take  a powder. 
Or  anything  else. 

Together,  we  can  help  Thke  a Bite 
out  of  Crime. 


TAKE  A BITE  OUT  OF 


A message  from  Ihe Crime  PreveiiMon  Coalition.  ih«  U S Dep.irimen’  of eJusiice..iii>l  Advertising  Council  f 19B8  Nation  li  Cnnu-  Ert-vention  Council 


Charles  M.  Helms,  M.D 


Questions  and  Answers 


Today's  Medical  Students 
And  the  Iowa  Curriculum 


Physicians  are  naturally  interested  in  the 
following  generation.  Charles  M.  Helms, 
M.D.,  associate  dean,  student  affairs  and 
curriculum.  University  of  Iowa  College 
of  Medicine,  offers  comments  on  stu- 
dents and  what  they  are  taught. 


What  do  you  look  for  in  applicants  today? 

Mostly  the  same  qualities  we  sought  in 
the  past.  We  look  for  those  who  sincerely  wish 
to  devote  their  lives  to  medicine.  We  try  to 
identify  characteristics  which  have  been  found 
to  be  important  to  sucessful  practice. 

Sound  academic  performance  in  prereq- 
uisite science  courses  remains  important,  but 
a science  major  isn't  required.  A number  of 
students  have  undergraduate  majors  in  his- 
tory, art,  music,  humanities  and  social  sci- 
ences. 

What  are  students  like  today? 

Students  are  more  cognizant  of  the  "real- 
ities" of  health  care.  The  media  are  flooded 
with  "good  news"  and  "bad  news"  stories: 
biomedical  breakthroughs,  the  malpractice  in- 
surance crisis,  problems  of  the  uninsured  and 
underinsured,  etc.  At  the  same  time  I detect 
a high  degree  of  commitment  and  a willing- 
ness to  become  involved  with  the  issues.  The 
fact  many  students  come  in  with  experience 
in  health  care  may  account  in  part  for  this. 


Our  students  are  a diverse  lot.  Many  have 
advanced  degrees,  have  been  in  business  or 
are  experienced  in  other  ways  that  add  depth 
to  the  student  body.  They  are  increasingly  di- 
versified in  ethnic  and  cultural  background, 
largely  due  to  the  efforts  of  the  Equal  Oppor- 
tunity Program  staff.  Today,  9.6%  of  the  class 
comes  from  minority  groups  previously  un- 
derrepresented in  medicine.  Women  now 
comprise  nearly  a third  of  the  class. 

The  students  are  diverse  in  skills.  It  is  no 
surprise  that  they're  attuned  to  technology  and 
computer  literacy  is  a given. 

They  have  extracurricular  interests,  too. 
They  edit  a monthly  newspaper,  participate  in 
the  13  student  organizations  in  the  college  and, 
like  their  predecessors,  can  keep  the  medical 
school  jazz  band  on  stage  till  the  wee  hours. 

What  are  features  of  the  curriculum? 

The  curriculum  is  not  static.  It's  still  firmly 
grounded  in  medical  science,  the  content  of 
which  grows  continually.  We  seek  to  broaden 
students'  perspective  beyond  the  sciences  as 
early  and  effectively  as  possible,  however.  Ex- 
posure to  the  medical  humanities:  medical  his- 
tory, literature  and  ethics,  is  offered,  often  in 
informal  settings. 

First-year  students  take  "Human  Dimen- 
sions in  Medicine."  In  small  discussion  groups, 
students'  attitudes  about  medicine  and  med- 
ical education  are  discovered  and  broadened. 

(Continued  next  page) 
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Faculty  members  and  second-year  students 
participate  as  partners  in  these  sessions. 

Second-year  electives  offer  the  opportu- 
nity to  learn  about  economic,  legal  and  socio- 
political forces  affecting  medicine.  Students 
may  explore  medical  care  in  settings  at  home 
and  abroad,  or  study  medical  jurisprudence, 
bioethics  and  health  economics. 

Even  summer  can  be  a time  for  learning. 
The  Medical  Education-Community  Orienta- 
tion program  matches  students  with  Iowa 
physicians  and  hospitals  after  the  first  year. 
Summer  research  fellowships  are  also  avail- 
able. These  are  great  opportunities  to  put  the 
coursework  of  medical  school  into  use. 

Iowa  also  offers  the  Medical  Scientist 
Training  Program,  which  is  aimed  at  prepa- 
ration for  careers  in  academic  medicine  with 
emphasis  on  basic  and  clinical  research.  It  pro- 
vides for  concurrent  graduate  education  and 
original  research  leading  to  the  Ph.D.  degree 
with  a full  complement  of  clinical  studies  nec- 
essary for  the  M.D.  degree.  With  few  excep- 
tions, this  program  can  be  accomplished  in  6 
to  7 years  of  continuous  study. 


Medical  Director 

Student  Health  Service 

South  Dakota  State  University,  Brookings,  South  Dakota 

The  medical  director  assumes  a major  role  in  the  Deportment  of  Student  Health 
within  a Student  Affairs  Division  committed  to  the  implementation  of  o practical 
student  development  philosophy.  The  successful  candidote  will  provide  medical 
leadership  to  a dynamic  health  team  dedicated  to  quality  care  and  wellness 
educotion  for  SDSU  students. 

Responsibilities 

Provide  acute  care  for  students  at  Student  Health  Clinic  eoch  day  classes  are 
in  session 

Provide  leodership  to  medical  ond  nursing  staff 
Shore  rotation  of  5:00-10:00  p.m.  week  night  coil 
Represent  student  heolth  in  the  medical  community 
Promote  health  education/weliness  to  potients  ond  staff 

Cooperate  with  director  and  staff  in  overall  monagement  ond  program  out- 
reoch 

Serve  on  Health  Service  Council 
Qualifications 
Required: 

Earned  medical  degree  as  family  practice  physician  or  internist 
Eligible  for  South  Dakota  licensure  to  practice  medicine 
Interest  in  and  successful  experience  with  young  adults 

Successful  experience  in  maintaining  rapport  with  professional  peers  and  usual 
clinic  office  personnel 
Preferred: 

College  student  health  experience 

Training/experience  with  eating  disorders,  human  sexuality  ond  chemicol  de- 
pendency 

Benefits  and  Salary 

Contract  negotiable  9-10.5  month 

Health  insurance,  retirement  benefits  and  medical  malpractice  insurance 
Solory  competitive  ond  commensurate  with  qualifications 
APPLY  BY  APRIL  25,  1989 

Send  letter  of  application,  resume  and  3 current  references,  addresses  and  phone 
numbers  to  Don  Smith,  Director  of  Student  Health  and  Counseling,  202 
West  Hall,  Box  510,  South  Dakota  State  University,  Brookings,  South 
Dakota  57007  (605/688-41  57).  Closing  date  is  April  25,  1 989  or  until  position 
is  filled. 

South  Dakota  State  University  is  an  Affirmative  Action,  Equal  Opportunity  Em- 
ployer (Female/Male).  Minorities  and  women  are  encouraged  to  apply.  Proof  of 
eligibility  for  employment  is  required  by  the  Immigration  Reform  and  Control  Act 
of  1986. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offer«l  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  btockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ’-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  ’ '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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CEDAR  RAPIDS 

SYMPOSIUM 


FOR  THE  PRACTICING  PRIMARY  CARE  PHYSICIAN 


APRIL  22,  1989 

STOUFFER  FIVE  SEASONS  HOTEL 
CEDAR  RAPIDS,  IOWA 


KEYNOTE  SPEAKERS 


Richard  N.  Fogoros,  M.D. 

Director,  Clinical  Electrophysiology 
Allegheny  General  Hospital 
Pittsburgh,  PA 


J.H.Ehrenhaft,  M.D. 

Professor  Emeritus 

Division,  Cardiothoracic  Surgery 

University  of  Iowa,  Hospitals  and  Clinics 


DINNER  SPEAKER 


Jim  Walden 

Head  Football  Coach 
Iowa  State  University 


Spouses  program  available-see  registration  on  back 


Cedar  Rapids  Heart  Symposium  for  the 
Practicing  Primary  Care  Physician  • Aprii  22, 1989 


Course  Objectives  and  intended  Audience 

This  course  is  designed  to  provide  family  practitioners,  internists  and  other 
primary  care  physicians  with  practical  approaches  to  common  cardiovascu- 
lar disorders.  The  course  will  emphasize  diagnostic  evaluation,  treatment 
modalities  and  day  to  day  management  of  these  disorders  from  the  perspec- 
tive of  the  primary  care  physician.  Specific  topics  will  include  updates  on; 
management  of  stable  and  unstable  angina,  new  approaches  to  the  treat- 
ment of  acute  myocardial  infarction  (including  thrombolytic  therapy),  evalu- 
ation and  treatment  of  patients  with  congestive  heart  failure,  risk  factor 
modification  for  coronary  artery  disease,  indications  for  pacemaker  implan- 
tation and  follow  up,  approach  to  the  patient  with  sudden  cardiac  death, 
evaluation  and  therapy  of  common  cardiac  arrhythmias,  new  aspects  of 
hypertensive  therapy,  and  evaluation  of  the  patient  with  syncope.  Surgical 
topics  will  include  indications  for  and  post-operative  management  of  patients 
undergoing  coronary  artery  bypass  and  valve  procedures.  Discussion  will 
also  cover  surgical  management  of  recurrent  ventricular  tachycardia  includ- 
ing implantation  of  the  automatic  implantable  cardioverter  defibrillator. 

Accreditation  and  CME  Credit 

As  an  organization  accredited  by  the  Iowa  Medical  Society  for  continuing 
education,  the  Cedar  Rapids  Medical  Education  Program  certifies  that  this 
continuing  medical  education  offering  meets  the  criteriafor  7 Credit  Hours  in 
Category  1 , provided  it  is  used  and  completed  as  designated. 


Accommodations 

The  Stouffer  Five  Seasons  Hotel  has  set  aside  a block  of  rooms  at  a 
preferred  rate  for  the  symposium  attendees. 

Reservations  should  be  made  directly  with  the  Stouffer  Five  Seasons  Hotel 
by  calling  (31 9)363-81 61 . To  assure  group  rate,  please  identify  yourself  as 
a Cedar  Rapids  Heart  Symposium  participant. 

Transportation 

The  Cedar  Rapids  airport  is  only  a 1 5 minute  drive  from  the  Five  Seasons. 
There  are  regular  flights  scheduled  throughout  the  day. 

After  arriving  in  Cedar  Rapids,  car  rental  is  available  from  several  national 
firms. 

T axi  service  from  the  airport  is  available  at  all  times. 

Stouffer  Five  Seasons  Hotel  has  complimentary  transportation  between  the 
hotel  and  airport.  This  transportation  runs  approximately  every  half  hour  and 
a direct  line  to  Stouffer's  is  available  at  the  airport  terminal. 

Events 

Early  Registration  with  hospitality  suite  will  be  available  Friday,  April  21  from 
6:00  p.m.  to  9:00  p.m. 


Exhibitors 

Pharmaceutical  manufacturers  will  have  representatives  available  to  an- 
swer questions  and  distribute  information. 


Program  Co-Directors 

A.  Ersin  Atay,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 


Todd  T.  Langager,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 


James  M.  Levetl,  M.D.,  F.A.C.S. 

Staff  Cardiothoracic  Surgeon 

St.  Luke's  Hospital/Mercy  Medical  Center 

Clinical  Associate  Professor 

Division  of  Cardiothoracic  Surgery 

University  of  Iowa  Hospitals  and  Clinics 


Faculty 

Lawrence  J.  Cook,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

William  G.  Meffert,  M.D.,  F.A.C.S. 
Staff  Cardiothoracic  Surgeon 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

M.  Naser  Payvandi,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

Guest  Faculty  HHBiH 

Richard  N.  Fogoros,  M.D. 

Director,  Clinical  Electrophysiology 
Allegheny  General  Hospital 
Pittsburgh,  PA 


David  A.  Rater,  M.D.,  F.A.C.C. 

Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

Wilson  W.  Strong,  Jr.,  M.D.,  F.A.C.S. 
Staff  Cardiothoracic  Surgeon 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 

James  E.  Tatkon-Coker,  M.D.,  F.A.C.C. 
Staff  Cardiologist 
St.  Luke's  Hospital/ 

Mercy  Medical  Center 


J.H.  Ehrenhaft,  M.D 

Professor  Emeritus 

Division  of  Cardiothoracic  Surgery 

University  of  Iowa  Hospitals  and  Clinics 


After  Dinner  Speaker 

Jim  Walden 
Head  Football  Coach 
Iowa  State  University 


Registration 

The  deadline  for  course  registration  is  April  1 0, 1 989.  Registration  is  limited. 

The  registration  fee  covers  course  materials,  continental  breakfast,  lunch, 
refreshments  and  dinner. 


There  is  no  additional  charge  for  a spouse  to  attend  any  of  the  social 
functions. 


Cancellation  Policy 

A full  refund  of  registration  is  available  if  the  cancellation  notice  is  received 
in  writing  by  April  1 0, 1 989.  After  that  time  no  refund  will  be  given. 


Continental  Breakfast  with  morning  registration  will  be  Saturday,  April  22 
from  7:00  a.m.  to  7:45  a.m. 

Lunch  will  be  provided  for  program  participants  at  Stouffer  from  1 2:00  Noon 
to  1:00  p.m. 

Spouse's  Program  will  be  available.  This  will  include  a luncheon  at  the 
Roosevelt  Hotel  with  a style  show  by  Armstrong's  Department  Store.  Door 
prizes  will  be  given  away  during  this  function. 

Evening  Events  include  a social  hour  from  6:00  p.m.  to  7:00  p.m.,  dinner  at 
Stouffer  beginning  at  7:00  p.m.,  and  an  after-dinner  talk  by  Jim  Walden, 
Head  Football  Coach,  Iowa  State  University. 

For  further  information  contact  Roman  Frigge,  Symposium  Coordinator  at 
(319)369-7434. 

This  symposium  is  sponsored  in  part  by  St.  Luke's  Hospital  and  Mercy 
Medical  Center  of  Cedar  Rapids. 


REGISTRATION  FORM  mmmmm 

Cedar  Rapids  Heart  Symposium 

For  the  Practicing  Primary  Care  Physician 

April  22, 1989 


First  Name 

Ml 

LastName 

Address 

City  Stale  Zip  Code  Phone 


□ My  spouse  will  be  attending  the  spouses  program. 

□ My  spouse  will  be  attending  the  evening  events. 


Registration  Fee  - $75.00 

Make  check  payable  to:  Cedar  Rapids  Heart  Symposium 

Course  materials,  all  events  and  meals  for  participants  and  spouses  are 
included  in  the  fee.  Please  include  a check  with  your  registration 
form  and  mail  to: 

Cedar  Rapids  Heart  Symposium  Coordinator 
1026  A Avenue  NE 
Cedar  Rapids,  lA  52402 

Telephone  inquiries  to  (31 9)  369-7434. 


For  official  use  only. 
I Registration  No. 
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Historical  Vignette 

The  Way  It  Was  in  Sibley 

Presented  by  James  H.  Thomas,  M.D.,  of 
Sibley,  Iowa,  there  now  rests  in  the  head- 
quarters of  the  Iowa  Medical  Society  an  old, 
browned,  partially  crumbling  ledger  book,  a 
mostly  handwritten  record  of  the  meetings  of 
the  Osceola  County  Medical  Society,  dating 
from  its  first  meeting  November  10,  1903.  The 
meeting  was  attended  by  8 doctors:  Cady,  Ely, 
Heetland,  Hough,  Langenhurst,  Maher,  Neill 
and  Nelson. 

At  the  meeting  “the  Constitution  and  By- 
Laws  for  county  societies  as  proposed  by  the 
committee  on  organization  of  the  American 
Medical  Association,  and  recommended  for 
adoption  by  the  Iowa  State  Medical  Society” 
was  considered.  That  organization  plan  was 
adopted.  It  was  decided  the  new  society  should 
meet  twice  a year,  in  May  and  December,  and 
that  annual  dues  should  be  $3.  The  first  chair- 
man (president)  was  Dr.  Ely;  vice-president. 
Dr.  Cady;  treasurer.  Dr.  Heetland;  secretary. 
Dr.  Langenhurst.  The  meeting  was  held  in  the 
Windsor  Hotel  in  Sibley,  with  the  room  rent 
$2,  dinners  75<t  each  and  cigars  5^. 

The  last  minutes  were  recorded  in  the 
journal  in  1940.  The  record  shows  in  the  in- 
tervening years  the  usual  joys  and  tribulations 
of  county  medical  societies  were  experienced. 
As  early  as  November  22,  1905,  a malpractice 
suit  was  announced,  one  member  accusing  an- 
other of  unprofessional  conduct.  The  accused 
was  supported  and  exonerated  by  the  Society; 
the  accuser  was  expelled. 

New  officers  were  elected  annually,  new 
members  added,  old  members  died,  papers  on 
clinical  subjects  presented  by  members  from 
the  very  first  days  of  the  meetings,  dues  grad- 
ually increased  and,  on  November  23,  1920,  it 
was  unanimously  voted  to  increase  the  fee  for 
obstetrical  care  from  $25  to  $30. 

Meetings  were  eventually  held  every  2 
months  in  a doctor's  office,  at  the  Court  House 
or  at  the  Windsor  Hotel.  In  1931  the  Sibley 
City  Council  proposed  a special  tax  on  all  phy- 
sicians' office  equipment.  The  Society  promptly 
voted  to  reject  such  a proposal  and  wrote  a 
feisty,  well-reasoned  reply.  End  of  proposal. 

Most  of  the  minutes  are  in  beautiful  hand- 
writing by  the  secretaries  (Langenhurst, 


Crowley,  Winkler),  totally  unlike  the  usual 
physician's  scribble.  The  notes  reflect  the  ef- 
fects of  World  War  I,  the  great  depression  of 
the  1930's  and  the  slowly  evolving  changes  in 
the  practice  of  medicine.  On  reading  these  rec- 
ords one  is  impressed  by  the  insistence  on  good 
clinical  practice  and  the  maintenance  of  a per- 
sonal relationship  between  physician  and  pa- 
tient. 

A record  dated  Dec.  12,  1939  notes  a de- 
cision to  recommend  discontinuing  the  service 
of  a certain  welfare  worker.  She  was  deemed 
“too  old,  being  seventy,  incompetent,  untact- 
ful, indiscreet,  showing  partiality,  and  exceed- 
ing her  authority." 

Nowhere  in  this  37-year  record  of  an  Iowa 
county  medical  society  is  a doctor  or  hospital 
called  a “provider."  “Third  parties"  were  un- 
known and  so  unmentioned.  Here  one  senses 
an  earnest  group  of  doctors,  not  always  agree- 
ing with  one  another,  but  devoted  to  the  prac- 
tice of  good  medicine,  independent  and  loyal 
to  the  best  medical  principles.  The  last  min- 
utes, dated  October  15,  1940,  record  the  de- 
cision to  start  a county-wide  diphtheria  im- 
munization program.  — John  Martin,  M.D., 
Clarinda,  chairman,  IMS  Historical  Committee. 


Curious  Cases 

A Painful  Experiment 

DANIEL  BRAY,  M.D. 

Algona,  Iowa 

A TINY  TOT  WAS  BROUGHT  in  by  Mother  be- 
cause he  had  a swollen  pink-red  penis 
glans  and  foreskin.  There  was  no  real  skin  area 
of  recognizable  trouble,  but  the  entire  glans 
and  foreskin  were  greatly  swollen  and  watery 
reddened. 

In  those  pre-cortisone  days,  a soothing 
cream  was  given  to  Mother  to  apply  and  leave 
“it"  out  in  the  open  as  much  as  possible.  A 
couple  of  hours  later.  Mother  called  to  report 
she  saw  a hair  sticking  out  of  the  red  and  swol- 
len end  of  the  penis. 

I made  a house  call  to  investigate  and  saw 
a straight  piece  of  human-like  hair  sticking  out 
(Continued  next  page) 
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of  the  swollen  folds  of  the  corono-foreskin  area. 
1 applied  forceps  to  the  hair  and  gently  tugged. 
It  revealed  itself  to  be  wound  around  the  penis 
just  at  the  corona.  Five  windings  were  un- 
wound, with  the  baby's  2 sisters  watching. 

Later,  Mother  called  to  tell  me  one  of  the 
girls  admitted  they  were  playing  and  wound 
a piece  of  long  hair  around  their  brother's 
penis,  just  to  do  it. 


All  Choked  Up 

1 started  out  one  day  with  the  message 
that  I had  to  hurry  to  the  local  tavern  because 
there  was  a man  there  who  appeared  to  be 
dead.  His  companions  had  taken  him  outside 
the  back  of  the  tavern  to  see  if  better  air  would 
revive  him. 

When  1 arrived,  1 saw  a crowd  of  about  6 
men  holding  the  dead  man  up  by  the  armpits. 
They  were  convinced  the  man  had  died  in  the 
beer  tavern  but  none  of  them  knew  what  to 
do  other  than  keep  his  head  up.  My  heart  was 
heavy  with  the  dread  of  death  itself  getting  to 
that  tavern  before  1 did! 

1 couldn't  get  heart  sounds,  pulse,  respi- 
rations or  anything  else  to  tell  me  the  man  was 
alive.  Finally,  I noticed  a tiny  trickle  of  reddish 
brown  at  one  corner  of  his  mouth  and  rammed 
my  finger  into  his  throat.  He  nearly  scared  me 
off  this  planet  with  a great  snorting  suck  as  1 
pulled  out  a chunk  of  chewing  tobacco.  He 
lived  to  be  mad  as  he  could  be  at  me  for  hos- 
pitalizing him  one  day  to  see  if  anything  else 
contributed  to  his  "death." 


Comprehensive  School  Health 
Education  in  Iowa:  How 
Physicians  Can  Help 

The  Iowa  Medical  Society  Auxiliary  and 
the  Iowa  Medical  Society  have  played  a pivotal 
role  in  Iowa's  comprehensive  school  health  ed- 
ucation. In  1984,  following  an  earlier  planning 
meeting  involving  Richard  Caplan,  M.D.,  as- 
sociate dean  of  the  University  of  Iowa  College 
of  Medicine,  his  associate,  Sandra  Pellens- 
Meinhard,  and  Marian  Weyhrauch  and  San- 
dra Nichols  of  the  IMS  Auxiliary,  the  Aux- 
iliary and  Medical  Society  stimulated  16 


other  organizations  to  help  them  found  the 
Iowa  Coalition  for  Comprehensive  School 
Health  Education. 

The  Coalition  which  now  consists  of  25 
member  organizations,  promotes  comprehen- 
sive school  health  education  and  sponsors  2 
annual  conferences.  The  seventh  annual  fall 
conference  will  take  place  September  27,  1989, 
at  the  Scheman  Center  at  Iowa  State  Univer- 
sity. The  third  annual  summer  conference,  the 
Lakeshore  Wellness  Conference,  is  scheduled 
at  Buena  Vista  College  in  Storm  Lake  for  June 
11-14,  1989. 

Concerned  physicians  can  help  promote 
comprehensive  school  health  education  in  sev- 
eral ways: 

• Support  the  Lakeshore  Wellness  Con- 
ference. To  attend  the  conference,  participants 
must  comprise  a team  of  at  least  3 individuals. 
Since  anyone  may  be  a team  member,  physi- 
cians could  join  the  team  from  their  school 
district.  Physicians  could  also  encourage  local 
medical  societies  to  help  defray  the  team's  ex- 
penses of  $140  per  person. 

• Volunteer  to  serve  on  your  district's 
Human  Growth  and  Development  Resource 
Committee.  Senate  File  2094  requires  pro- 
grams for  school-aged  children,  starting  in  kin- 
dergarten, to  address  "experiences  relating  to 
the  development  of  life  skills  and  human 
growth  and  development"  and  requires  all 
school  districts  to  appoint  an  advisory  com- 
mittee. 

The  committee  will  address  and  make  rec- 
ommendations to  the  board  every  3 years  con- 
cerning the  school  district's  curriculum  on  top- 
ics such  as  self-esteem,  responsible  decision 
making,  interpersonal  relationships,  discour- 
agement of  premarital  adolescent  sexual  activ- 
ity and  family  life. 

• Volunteer  to  serve  as  a speaker.  The 
Iowa  Coalition  plans  to  start  a Speakers'  Bu- 
reau, organized  by  county,  to  serve  as  a re- 
source to  school  districts.  If  you  would  like  to 
be  listed  as  a potential  speaker,  contact  Leslie 
Weber,  M.D.,  Department  of  Family  Practice, 
University  of  Iowa  College  of  Medicine,  Stein- 
dler  Building,  Iowa  City,  Iowa  52242. 

• Join  the  Iowa  Coalition  for  Compre- 
hensive School  Health  Education  as  an  indi- 
vidual member.  The  annual  $10  fee  entitles 
members  to  receive  the  Health  Gram,  a news- 
letter devoted  to  health  education  issues  rel- 
evant to  lowans. 
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Man's  Conception  of  Disease  — 
A Historical  Journey 


JOHN  P.  BENNETT,  M.D. 
Iowa  City,  Iowa 


The  author  traces  the  fascinating  his- 
tory of  man's  understanding  of  disease. 


The  history  of  medicine  probably  began  50- 
100  thousand  years  ago.  Medicine  arose 
from  primal  sympathy  of  man  with  man  and 
the  desire  to  help  those  in  need.  It  originated 
from  the  civilizations  of  Mesopotamia,  Egypt, 
India  and  China. 

Ancient  Medicine 

In  the  beginning  the  riddle  of  disease  was 
the  same  around  the  world.  Primitive  man 
viewed  disease  as  the  result  of  a malevolent 
influence  exercised  by  a supernatural  being  or 
by  another  human  being,  alive  or  dead.  There- 
fore, it  was  a magical  or  religious  rather  than 
a natural  phenomenon.  It  was  believed  to  be 
caused  by  projection  of  some  morbid  material 
or  influence  into  the  body.  The  evil  influence 
could  break  the  bones,  suck  out  the  marrow. 


Dr.  Bennett  is  a fellow  with  the  Department  of  Internal  Medicine, 
IDivision  of  Hematology-Oncology,  University  of  Iowa  Hospitals  and 
Clinics. 


drink  the  blood,  gnaw  the  intestines  and  the 
heart  and  devour  the  flesh.  Treatment  was  car- 
ried out  by  the  medicine  man  who  would  ex- 
tract evil  influences  by  suction  through  a tube. 

Disease  was  also  thought  to  be  caused  by 
abstraction  of  the  soul  from  the  body.  A soul 
catcher  was  employed.  He  would  fall  into  a 
trance,  send  his  soul  to  find  that  of  the  victim 
and  persuade  it  to  return  while  chanting  an 
account  of  his  journey.  If  successful,  upon 
awakening  he  would  display  a bead  said  to 
contain  the  soul  and  return  it  to  the  body  by 
rubbing  it  against  the  victim's  head.  Other 
forms  of  treatment  for  diseases  included  emet- 
ics, purgatives,  diuretics,  diaphoretics  and 
bleeding.  Their  use  was  guided  by  an  early 
form  of  astrology. 

The  Chinese  developed  a system  of  med- 
icine that  centered  around  the  doctrine  of  the 
pulse.  The  basic  idea  is  that  each  part  and  or- 
gan had  its  proper  pulse.  If  the  pulses  were 
in  harmony,  it  meant  health.  Discord  meant 
disease. 

Greek  Medicine 

The  foundations  of  Greek  civilization  and 
medicine  rested  on  the  earliest  ages  of  history 
and  drew  heavily  upon  their  predecessors,  the 
Babylonians,  Indians  and  Egyptians.  Through 
Hippocrates  (460-375  B.C.)  Greek  medicine 
reached  its  zenith  and  became  an  art,  a science 
and  a profession.  He  has  been  known  for  2000 
years  as  the  Father  of  Medicine. 
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The  life  of  Hippocrates  divides  the  history 
of  medicine.  Hippocrates  taught  disease  was 
natural.  He  was  the  first  to  grasp  the  concept 
of  medicine  as  an  art  based  on  accurate  ob- 
servation and  as  a science  of  man  and  of  na- 
ture. 

The  fundamental  theory  of  Hippocratic 
medicine  was  the  doctrine  of  the  4 humors  or 
the  humoral  theory.  Hippocrates  believed  ex- 
ternal causes  such  as  the  cold,  the  sun  or  the 
changing  winds  were  responsible  for  disease 


'The  influence  of  astrology 
through  the  ages  is  apparent  from 
the  number  of  common  words 
having  an  astrological  origin  such 
as  lunatic,  disaster,  saturnine  and 
ill-starred.' 


by  unbalancing  the  humors.  The  body  kept 
the  humors  properly  mixed  by  its  innate  heat. 
Whatever  may  be  the  primary  cause  of  the 
change  in  the  humors,  the  nature  of  the  body 
itself  tends  to  restore  conditions  to  the  norm. 
It  often  occurred  suddenly  and  was  called  the 
crisis.  The  crisis  was  accomplished  on  a special 
day  and  was  accompanied  by  a critical  dis- 
charge or  a drop  in  body  temperature. 

The  greatest  Greek  physician  after  Hip- 
pocrates was  Galen  (130-200).  Galen's  view  of 
the  nature  of  disease  was  similar  to  that  of 
Hippocrates  with  many  refinements  and  sub- 
divisions. In  addition  to  the  4 humors,  he  be- 
lieved all  natural  objects  were  composed  of  4 
elements  — earth,  air,  fire  and  water  — and 
all  natural  objects  had  4 qualities  — hot,  cold, 
dry  and  moist.  He  also  believed  the  soul  re- 
ceived images  from  the  body  and  the  mind 
which  were  influenced  by  the  condition  of  the 
body.  He  had  a great  faith  in  herbs  and  drugs. 

Galen  had  an  answer  for  everything.  He 
described  the  origin  of  many  diseases  and  out- 
lined their  cures.  He  is  the  incarnation  of  the 
physician  who  regards  himself  as  omniscient. 

Medieval  Medicine 

The  stream  of  scientific  medicine  that 
flowed  through  Greek  civilization  for  more 
than  1,000  years  was  apparently  lost  in  the 
morass  of  the  middle  ages,  a time  of  decadence 


and  stagnation.  Understanding  of  the  nature 
of  disease  was  archaic. 

Diagnosis  and  prognosis  were  based  on 
astrology  and  uroscopy  (examination  of  urine). 
The  urinal  was  the  emblem  of  medical  prac- 
tice. The  study  of  urine  was  divided  into  2 
parts.  The  first  involved  color  and  substance 
and  the  second  the  things  urine  contained. 
Different  colors  were  related  to  various  fevers 
and  diseases.  If  the  meniscus  was  thick,  the 
patient  suffered  from  a pressure  of  phlegm  in 
the  posterior  part  of  the  head.  If  thin  and  red, 
there  was  a boiling  of  the  bilious  humor  on 
the  right  side  of  the  head.  If  there  were  large 
adherent  bubbles,  illness  would  be  prolonged. 

Astrology  had  a profound  influence  on 
medicine.  Every  planet  and  sign  of  zodiac  pre- 
sided over  a part  of  the  body  and  all  diseases 
were  considered  dependent  upon  the  move- 
ments of  the  planets.  These  movements  de- 
termined the  efficacy  of  drugs,  the  proper  times 
to  prepare  medicines  and  for  bloodletting.  The 
influence  of  astrology  through  the  ages  is  ap- 
parent from  the  number  of  common  words 
having  an  astrological  origin  such  as  lunatic, 
disaster,  saturnine  and  ill-starred. 

Medicine  in  the  middle  ages  was  a re- 
statement of  modified  theories  of  the  Greeks 
and  there  was  no  advance  in  man's  under- 
standing of  the  nature  of  disease. 

Renaissance  and  the  Rise  of 
Anatomy  and  Physiology 

The  Renaissance  and  its  scientific  revo- 
lution gave  birth  to  new  ideas  about  the  nature 
of  disease.  The  most  violent  reform  centered 
about  Paracelsus  (1493-1541).  This  was  a time 
when  straying  from  the  beaten  path  in  any 
field  of  knowledge  was  a damnable  heresy. 
Paracelsus  spoke  out  boldly  for  independent 
study  and  the  right  of  private  judgement.  His 
contemporaries  loathed  him.  He  was  de- 
scribed as  a drunken  quack. 

Through  Paracelsus  great  stimulus  was 
given  to  the  study  of  chemistry  and  pharmacy. 
He  was  the  first  to  promote  the  use  of  chemical 
substances  in  treatment;  he  recommended  new 
forms  of  medicinal  preparations  as  more  effi- 
cacious than  the  syrups  which  had  been  in 
vogue.  He  sustained  the  doctrine  of  signatures 
which  enjoyed  great  popularity  in  treatment 
of  disease.  It  was  based  on  the  idea  that  the 
source  of  drugs  often  resemble  the  diseased 
organs  for  which  they  were  used  to  treat.  Par- 
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acelsus  had  little  immediate  effect  on  medical 
thought,  largely  on  account  of  his  personal 
vagaries,  but  he  made  men  think. 

The  Renaissance  saw  a revival  of  anatomy 
and  physiology.  Vesalius  advanced  human 
anatomy  to  the  level  of  a science.  Earlier  teach- 
ers of  anatomy  limited  themselves  to  sitting 


'It  was  not  uncommon  for  medi- 
cal students  to  be  new  high  school 
graduates  and  a medical  degree 
might  be  issued  without  the  stu- 
dent ever  having  examined  a pa- 
tient/ 


above  the  cadaver  reading  from  Galen  while 
a prosector  did  the  dissection  and  tried  to 
square  what  he  found  with  what  Galen  said 
should  be  there.  Any  anatomical  structure 
which  did  not  conform  to  his  description  was 
alleged  to  have  changed  since  Galen's  time. 

Andreas  Vesalius  (1514-1564)  found  in  the 
course  of  his  dissections  that  current  teaching 
was  full  of  errors.  While  in  his  twenties  he 
published  his  great  masterpiece  De  humani  cor- 
poris fabrica  libri  septem  (The  Fabric  of  the  Human 
Body  in  Seven  Books),  the  first  accurate  text  on 
anatomy.  He  also  revived  the  concept  that 
function  was  dependent  on  structure. 

What  Vesalius  did  for  anatomy  William 
Harvey  (1578-1657)  did  for  physiology.  He  cor- 
rectly described  the  circulation  of  blood.  Be- 
fore the  17th  century  the  circulatory  system 
was  believed  to  be  composed  of  2 closed  sys- 
tems. The  first,  or  "natural"  circulation  which 
contained  venous  blood  and  had  its  origin  in 
the  liver  from  which  the  blood  continually 
ebbed  and  flowed  for  nourishment  of  the  body. 
The  second,  or  "vital"  circulation,  contained 
another  kind  of  blood  which  flowed  from  the 
heart,  distributing  heat  and  life  to  all  parts. 
The  lungs  functioned  like  bellows  fanning  and 
cooling  the  vital  blood.  Practically  all  teachers 
believed  the  only  communication  between 
these  systems  was  through  small  pores  in  the 
wall  separating  the  2 sides  of  the  heart  as  taught 
by  Galen. 

Harvey,  in  his  book  De  Motu  Cordis,  dem- 
onstrated conclusively  that  blood  moved  in  a 
circle.  This  marks  the  final  emergence  of  the 
modern  spirit.  He  demonstrated  the  return  of 


the  blood  to  the  heart  by  way  of  the  veins.  He 
characterized  the  heart  as  a muscular  pump 
and  demonstrated  the  occurrence  of  systole 
and  diastole.  Harvey  utilized  the  existence  of 
the  valves  and  their  position  in  the  great  veins 
above  and  below  the  heart  to  deduce  correctly 
they  served  to  counteract  the  effect  of  gravity 
in  the  veins  and  to  prevent  a reflux  from  the 
heart. 

Harvey's  work  excited  violent  opposition. 
Many  physicians  went  to  great  pains  to  dem- 
onstrate inconsistencies.  Others  upheld  his 
theory  and  proved  its  correctness  by  further 
studies. 

By  the  17th  century  certain  objective  fea- 
tures of  disease  were  known.  The  art  of  careful 
observation  had  been  cultivated,  many  em- 
pirical remedies  had  been  discovered,  the 
courser  structure  of  human  anatomy  had  been 
well  worked  out  and  inroads  had  been  made 
in  the  knowledge  of  physiology.  What  disease 
was,  where  it  was  and  how  it  was  caused  had 
not  even  begun  to  be  discussed  intelligently. 

The  Rise  and  Development  of 
Modem  Medicine 

Giovanni  B.  Morgagni  (1682-1771)  created 
the  science  of  pathological  anatomy.  His  fa- 
mous book.  On  the  Seats  and  Causes  of  Disease, 
is  the  work  of  an  anatomist  and  pathologist 
combining  his  special  knowledge  of  the  au- 
topsy room  with  the  bedside  observations  of 
the  clinician.  He  systematically  compiled  what 
we  now  term  clinicopathological  correlations. 
His  first  step  was  a careful  notation  of  the 
symptoms  his  patients  exhibited.  The  second 
step  took  place  at  the  autopsy  table  where  he 
related  the  pathological  findings  to  antemor- 
tem observations. 

Morgagni  reached  the  monumental  con- 
clusion disease  was  not  generalized  in  origin 
but  arose  in  organs,  hence,  localized  in  origin. 
Later  Marie  F.X.  Bichat  (1771-1802)  ascribed 
the  origin  of  disease  to  the  level  of  tissue.  Ru- 
dolph L.K.  Virchow  (1821-1902)  extended  the 
idea  to  the  level  of  cells  and  today  this  is  being 
explained  on  the  molecular  level. 

Morgagni's  work  slowly  stimulated  the 
formation  of  schools  of  real  clinical  medicine 
with  teachings  based  on  examination  of  the 
patient  rather  than  on  the  study  of  classical 
texts,  metaphysical  discussions  and  dogmatic 
statements.  The  master  of  clinical  medicine  in 
(Continued  next  page) 
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the  17th  century  was  Hermann  Boerhaave 
(1668-1738).  He  studied  disease  as  one  of  na- 
tures phenomenon.  His  aim  was  to  cure.  He 
felt  all  theoretical  discussion  should  cease  at 
the  patient's  bedside.  Boerhaave's  influence 
was  felt  through  his  pupils.  He  was  extraor- 
dinarily popular,  attracting  many  of  the  world's 
future  great  physicians  as  his  students. 

The  new  clinical  medicine  as  taught  in  the 
spirit  of  Boerhaave  was  severly  limited.  Mor- 
gagni localized  disease  to  the  organs  and  Boer- 
haave brought  us  to  the  bedside,  but  through 
careful  observation  alone  he  could  not  detect 
which  organs  were  diseased.  Tools  were 
needed;  the  first  came  at  the  hands  of  Leopold 
E.  von  Auenbrugger  (1722-1809).  In  1761  he 
published  a tiny  volume  called  Inventum  No- 
vum. His  invention  was  percussion.  It  has  been 
surmised  he  received  the  inspiration  for  his 
great  discovery  from  his  boyhood  experiences 
in  his  father's  Austrian  inn,  where  he  learned 
to  estimate  the  amount  of  wine  in  the  casks 
by  thumping  their  sides.  A muffled  sound  or 
one  of  higher  pitch  than  usual  indicated  the 
presumable  site  of  disease. 

To  the  novice,  percussion  seemed  crude 
and  awkward.  Auenbrugger  once  advised  a 
colleague  to  recall  his  first  kiss  and  how  rap- 
idly he  improved  with  practice.  Percussion 
proved  premature  as  the  anatomical  concep- 
tion of  disease  based  on  Morgagni's  work  took 
many  years  to  permeate  clinical  medicine  and 
was  virtually  ignored  by  the  majority  of  con- 
temporary physicians. 

Stethoscope  is  Bom 

The  importance  of  percussion  was  brought 
to  light  by  Jean  N.  Corvisart  (1755-1821).  He 
happened  upon  a reference  to  percussion,  used 
the  method  and  was  convinced  of  its  value. 
Through  his  teaching,  percussion  came  into 
widespread  use.  His  fame  spread  and  he  be- 
came Napoleon's  personal  physician.  His  rep- 
utation attracted  many  gifted  students.  Chief 
among  these  was  a young  man  named  Rene 
T.H.  Laennec  (1781-1826)  who  invented  the 
stethoscope. 

The  story  of  this  invention  has  become  a 
legend.  One  evening  when  Laennec  came 
home  after  a long  day  on  the  wards,  Mrs. 
Laennec  waggled  her  finger  and  exclaimed, 
"This  afternoon  all  the  girls  at  the  sewing  circle 
were  chattering  about  how  you  spend  your 
day  patting  breasts  and  putting  your  ear  to  the 


bared  bosoms  of  young  maidens.  I have  never 
been  so  embarrassed  in  all  my  life."  "My  dear 
wife,"  responded  Laennec,  "I'm  only  carrying 
on  the  scientific  pursuits  of  percussion  and 
auscultation."  "Pursuit  is  right,"  shrilled  his 
spouse,  "and  you  are  going  to  have  to  stop. 
You  are  being  too  intimate  with  these  pa- 
tients." The  poor  doctor  spent  a troubled  night. 
He  then  recalled  a time  when  he  saw  some 
children  who  with  their  ears  glued  to  2 ends 
of  some  long  piece  of  wood  could  hear  the 
sound  of  little  blows  struck  at  the  opposite 
end.  Soon  thereafter  at  his  clinic  at  the  Necker 
Hospital,  he  took  a sheet  of  paper,  rolled  it  up 
and  tied  it  with  a string  making  a central  canal 
which  he  could  place  on  a diseased  chest.  Not 
only  did  this  ensure  a more  professional  work- 
ing position  but  yielded  many  new  and  subtle 
sounds.  A wooden  stethoscope  was  designed 
to  replace  his  original  roll  of  paper. 

He  described  rales,  bronchophony,  pec- 
toriloquy, egophony,  reticular  and  bronchial 
breathing.  He  differentiated  pulmonary  tu- 
berculosis, pulmonary  abscess  and  gangrene, 
bronchiectasis,  emphysema,  pulmonary  in- 
farction and  pneumothorax.  He  also  made  may 
contributions  to  cardiology. 

Microscope  Introduced 

Clinical  medicine  fluorished  during  the 
19th  century.  Physical  diagnosis  became  en- 
trenched and  scientific  truths  were  pursued  in 
earnest.  These  were  the  days  of  Thomas 
Hodgkin,  Richard  Bright  and  Thomas  Addi- 
son in  London,  Jean  M.  Charcot  and  Armand 
Trousseau  of  France,  Robert  Kock,  Louis  Pas- 
teur and  Paul  Ehrlich  on  the  continent  and 
Daniel  Drake  and  William  Beaumont  in  Amer- 
ica. It  was  the  time  of  experimentation  and 
Claude  Bernard.  It  saw  the  introduction  of  the 
microscope  in  clincial  work  which  widened  our 
powers  of  diagnosis.  It  may  be  best  remem- 
bered as  the  time  of  the  germ  theory  with  the 
rise  of  bacteriology. 

During  the  mid  1800's  we  knew  no  more 
about  the  causes  of  the  great  plagues,  fevers 
and  pestilence  than  did  the  Greeks.  Pasteur 
disproved  forever  the  theory  of  spontaneous 
generation  and  his  techniques  were  incorpo- 
rated into  an  antiseptic  technique  championed 
by  Lister  and  took  the  bugs  out  of  surgery. 

Kock  demonstrated  the  constant  presence 
of  germs  in  the  blood  of  animals  dying  from 
infectious  diseases.  He  grew  these  organisms 
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in  pure  culture  outside  the  body  and  produced 
the  disease  artificially  by  innoculating  animals 
with  cultured  oganisms.  Immunology  was 
making  great  strides  with  the  work  of  Elie 
Metchnikoff  and  Ehrlich.  Their  work  with  the 
previous  experience  of  cowpox  vaccination  of 
Edward  Jenner  (1749-1823)  opened  the  door  to 
immunization. 

Evolution  in  Medical  Education 

Medical  education  was  going  through  its 
own  revolution.  Hundreds  of  medical  schools 
sprang  up  overnight,  particularly  in  America. 
It  was  not  uncommon  for  medical  students  to 
be  new  high  school  graduates  and  a medical 
degree  might  be  issued  without  the  student 
ever  having  examined  a patient.  Establish- 
ment of  the  Johns  Hopkins  Hospital  and  Med- 
ical School  in  Baltimore  created  a wave  of 
change.  A college  degree  was  required  for  ad- 
mission and  evidence  of  sound  scholarship. 
Largely  through  the  influence  of  William  Osier 
(1849-1919),  students  were  brought  back  to  the 
wards.  They  were  encouraged  to  learn  at  the 
bedside  and  to  take  clinical  problems  to  the 
laboratory  for  investigation. 

Conclusion 

The  20th  century  has  seen  a bewildering 
acceleration  of  medical  information  and  diag- 
nostic techniques.  It  has  become  the  domain 
of  the  specialist  and  the  procedure.  We  have 
become  very  successful  in  curing  previously 
fatal  conditions  and  people  are  living  longer. 

The  history  of  medicine  reflects  the  con- 
temporary understanding  of  the  nature  of  dis- 
ease at  different  periods. 
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the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  ANO  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIOUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  tamilial  periodic  paralysis 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions;  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states 

3,  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions;  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administratioh  of  a potassium-sparing  diuretic  (e  g . spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  cohtrolled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100.000 
patient  years  (compared  to  40-50  per  100.000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 


PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  cah  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performer) 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIDNS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 

Treatment  measures  tor  hyperkalemia  include  the  following. 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1.000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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Education  of  Medical  Students 


It  would  seem,  Adeimantus,  that  the  direction  in 
which  education  starts  a man  will  determine  his 
future  life. 

— Plato  (428-347  be).  Republic,  iv. 

There  are  many  problems  and  difficulties  in  the 
education  of  a medical  student,  but  they  are  not 
more  difficult  than  the  question  of  the  continuous 
education  of  the  general  practitioner.  ...  No 
class  of  men  needs  to  call  to  mind  more  often  the 
wise  comment  of  Plato  that  education  is  a life- 
long business. 

— Sir  William  Osier  (1849-1919), 
On  the  Educational  Value  of  the  Medical  Society 

— the  most  gifted  minds,  when  they  are  ill-edu- 
cated, become  preeminently  bad. 

— Plato,  Republic 

SOLID  ADVANCES  IN  METHODS  of  teaching 
medicine  have  been  a steady  progres- 
sion of  tutorial  and  technologic  innovations. 
Picture  the  students  of  Hippocrates,  the  itin- 
erant Asclepiad,  leaning  on  each  of  his 
words.  Hippocrates'  writings  are  largely  his 
lectures  and  speeches  recorded  by  his  fol- 
lowers. His  stature  was  so  great  that  his 
contemporary,  Plato,  mentioned  him,  nota- 
bly in  his  "Dialogues  i,"  when  Phaedrus  de- 
clares, "Hippocrates,  the  Asclepiad,  says 
that  the  nature  even  of  the  body  can  only  be 
understood  as  a whole." 

That  declaration  of  the  body  as  a whole 
is  exemplified  in  our  teachings  of  today.  Our 
understanding  of  pathophysiology  entwines 


the  organ  systems  of  the  human  body  in  a 
web  of  concern  for  the  entire  body;  not  just 
a single  organ.  Medical  students  today  have 
at  their  disposal  extensive  laboratory  tech- 
niques and  computer  assistance  embelished 
by  knowledge  gleaned  from  the  past.  Rather 
than  declarations  based  on  myths,  specula- 
tions and  musings  of  various  priests  and  cult- 
ists,  present  medicine  is  an  amalgamation  of 
art  and  science. 

Osier,  in  another  of  his  addresses,  de- 
clared that  a great  advancement  in  the  teach- 
ing of  medicine  came  about  when  medical 
schools  became  part  of  universities.  The  aca- 
demic atmosphere  of  the  university  setting, 
supported  by  the  people,  was  to  Osier  a def- 
inite advantage  in  educating  medical  stu- 
dents. He  believed  the  transition  to  the  uni- 
versity setting  of  medicine  revived  a loyalty 
to  higher  ideals  within  the  medical  profes- 
sion and  a growing  public  appreciation  of 
the  value  of  physicians  educated  in  modern 
methods.  These  remarks  by  Osier  were 
made  at  the  University  of  Minnesota  in  1892. 
They  are  just  as  true  today. 

Each  year  at  this  time  iowa  medicine  ex- 
amines the  status  of  the  University  of  Iowa 
College  of  Medicine.  The  bulk  of  the  edito- 
rial content  emanates  from  the  faculty  of  the 
University.  The  student-teacher  relationships 
remain  solid,  but  there  are  new  attitudes 
which  reflect  our  society.  No  longer  are  stu- 
dents subservient  to  their  teachers  on  a 4- 
year  pathway  of  fear  and  apprehension.  I re- 
(Continued  next  page) 
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call  the  admonishment  given  the  first  day  of 
medical  college  that  the  second  year  class 
would  be  smaller  by  one-third.  That  predic- 
tion was  true. 

Osier  suggested  to  students,  whom  he 
referred  to  as  “Apprentices  of  the  Guild," 
several  dicta.  First,  he  declared  the  need  for 
the  "art  of  detachment"  whereby  the  stu- 
dent would  detach  himself  from  the  pleas- 
ures of  youth.  He  felt  the  discipline  neces- 
sary to  secure  the  art  of  medicine  required 
self-control  which  formed  a valuable  intro- 
duction to  life's  stern  realities. 

Second,  Osier  declared  the  necessity  of 
"virtue  of  method,"  or  a life  system.  His  ad- 
monition was  that  by  the  orderly  arrange- 
ment of  work  there  would  be  a gain  over  the 
spasmodically  stimulated  student  who  had 
to  resort  to  cramming  before  examinations. 

Third,  Osier  said  the  "quality  of  thor- 
oughness" was  an  element  of  such  impor- 
tance that  it  could  be  subject  of  a separate 
essay.  He  felt  the  firm  foundation  in  the 
fundamental  sciences  angered  a better  un- 
derstanding and  an  increased  knowledge  of 
medicine.  How  true  it  is  that  modern  medi- 
cine is  so  dependent  on  a firm  foundation  of 
the  basic  sciences. 

Last,  but  not  least.  Osier's  last  dictum 
called  for  the  "grace  of  humility."  Physicians 
too  often  are  overly  sensitive  to  a suggestion 
a mistake  has  been  made.  Regardless  of  the 
source,  it  is  regarded  as  a reflection  on  the 
physician's  honor.  Osier  made  a plea  for  less 
sensitivity  in  admitting  errors,  an  increase  in 
brotherly  concern  and  admission  of  one's 
feelings.  The  young  physician  has  a choice. 
The  pathway  to  success  and  professional  sta- 
tus is  long  and  difficult.  As  the  neophyte  is 
directed,  so  may  the  goals  of  his  direction  be 
obtained. 

The  concern  of  our  profession  is  contin- 
uing our  noble  pursuits  in  caring  for  the 
sick.  The  education  of  our  successors  is  the 
responsibility  of  their  teachers,  whether  they 
are  in  the  formal  training  of  the  medical  stu- 
dent or  examples  set  by  their  colleagues.  As 
the  student  finishes  formal  medical  school 
training  education  continues  by  experience 
and  the  dedication  of  colleagues.  The  physi- 
cians who  teach  and  their  students  face 
enormous  challenges.  Medicine  is  a great 
and  noble  profession;  ours  is  a proud  heri- 
tage. — M.E.A. 
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when  you  need  to  know 
more  about  your 
senior  patients? 


We'll  take  good  care  of  you. 
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■ Helping  patients  with  hearing  problems 

■ How  hard  should  we  try  to  get  older  patients 
to  stop  smoking? 

■ Caring  for  diabetic  foot  ulcers 
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Practice  Management 


Cost  Accounting  for  Clinics 


Measuring  the  cost  of  providing  health 
care  is  more  important  now  than  ever. 
HMOs  and  other  payors  are  less  inclined  to 
pay  published  charges  because  they  must  ne- 
gotiate discounts  with  clinics.  To  combat  this 
trend,  the  clinic  must  understand  cost  at  the 
procedure  level.  This  information  can  help  in- 
crease clinic  profits. 

Knowledge  of  cost  at  the  test  or  procedure 
level  has  many  uses.  In  dealing  with  HMOs 
and  other  payors,  detailed  knowledge  of  spe- 
cific cost  helps  the  clinic  negotiate  discounts 
but  still  enhance  profitability. 

Knowledge  of  cost  can  also  be  used  to 
evaluate  the  performance  of  clinic  managers. 
Managers  can  be  accountable  for  controlling 
cost  to  levels  within  predetermined  ranges. 

Test  or  procedure  cost  can  be  combined 
to  form  cost  by  product  line.  Managers  and 
owners  can  array  product  lines  to  review  their 
relative  profitability.  Similar  information  can 
be  obtained  by  arraying  the  procedures  com- 
pleted by  each  physician.  Physicians  can  then 
focus  on  procedures  which  generate  the  most 
profit  and  attempt  to  streamline  less  profitable 
procedures. 

Cost  accounting  can  be  used  to  set  phy- 
sician compensation.  Many  compensation 
plans  are  based  on  productivity,  which  essen- 
tially measures  revenue.  The  missing  piece  has 
been  the  costs  associated  with  revenue  gen- 
erated. Cost  accounting  can  supply  this  infor- 
mation. 

An  approach  involving  relative  value  units 
has  been  found  to  generate  accurate  assign- 
ment of  cost  at  the  test  or  procedure  level. 


This  article  was  authored  by  Bernie  Hesse,  a health  care  partner  with 
McGladrey  & Pullen,  Des  Moines. 


Ask  department  managers  what  re- 
sources are  needed  to  do  each  test  or  proce- 
dure. Most  procedures  require  time  (salaries); 
materials  (department  supplies);  outside  fees 
for  interpreting  tests;  and  capital  (deprecia- 
tion/rental and  maintenance  of  equipment). 

Assign  relative  value  units  to  each  pro- 
cedure which  measure  the  resources  required 
for  the  procedure.  For  example,  time  can  be 
measured  in  units  of  1 minute;  materials  can 
be  assigned  using  the  actual  direct  cost.  Tests 
requiring  interpretation  by  outside  profession- 
als can  be  assigned  the  actual  fee.  Equipment 
cost  can  be  assigned  to  the  procedures  in  rel- 
ative units  by  establishing  the  unit  (for  ex- 
ample, $100)  and  applying  multiples  of  this 
unit  to  the  test  or  procedure. 

Once  the  relative  value  units  have  been 
assigned,  sum  the  total  relative  value  units 
(multiply  assigned  relative  value  units  by  the 
procedure  count).  The  total  relative  value  units 
is  divided  into  the  cost.  The  resulting  cost  per 
relative  value  unit  is  then  applied  to  the  rel- 
ative value  units  assigned  to  each  procedure. 
Add  other  direct  costs  which  can  be  assigned 
to  each  procedure  using  one  or  more  of  the 
relative  value  units  as  the  basis. 

Overhead  type  cost,  administration,  fringe 
benefits,  interest,  etc.  which  cannot  be  directly 
assigned  can  be  allocated  first  to  the  applicable 
department  and  then  to  each  test  or  proce- 
dure. Application  of  overhead  cost  to  the  de- 
partments can  be  accomplished  using  a step- 
down  process.  This  involves  setting  up  statis- 
tics on  a departmental  basis  and  allocating  cost 
using  these  statistics.  Departmental  overhead 
can  be  applied  to  tests  and  procedures  by  us- 
ing one  or  a combination  of  the  relative  value 
units  as  the  basis. 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


1 


Convenience  Pak  is  available  at  no  extra  cost 


AXID® 

nizatidine  capsules 
Brief  Summary 

Consult  the  package  literature  for  complete  Information. 

Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 
Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  pabents  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  tor  K^er  than  one  year  are  r>ot  known 
Contraindication:  Axid  is  contraindicated  m patients  with  known  hypersensitrvrty  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
Hrreceptor  antagonists 

Precautions:  Genera/  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gas^c  malignancy 

2 Because  nizatidme  is  excreted  pnmanty  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinebc  studies  m pabents  with  hepatorenal  s^rome  have  not  been 
done  Part  of  the  dose  of  nizabdine  is  metabolced  in  the  liver  In  pabents  wibi  normal 
renal  funcbon  and  uncomplicated  hepabc  dysfuncbon.  the  disiMsibon  of  nizabdine 
IS  similar  to  that  in  normaJ  subtects 

Utwralory  Tests  - False-positive  tests  for  urobilinogen  with  Mulbstix*  may 
occur  dunng  therapy  with  nizabdine 

Drug  Intersctms  - No  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  lidocame.  phenytom.  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450^iinked  drug-metabolizing  enzyme  system, 
therefore,  drug  interacbons  mediated  by  inhibition  of  hepabc  metabolism  are  not 


expected  to  occur  In  pabents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizabdine.  ISO  r ~ ^ 

administered  concurrenOy 


Caranogenesis.  Mu/agenesis,  Impatrmeni  of  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mgiTig/day  (about  SO  bmes  the 
mcommended  daily  Iherapeubc  dose)  showed  no  evid^e  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastnc  oxynbc  mucosa  In  a two-year  study  in  mce.  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  (he  high-dose  males  as  compart  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  mg/Kg/day,  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  significant  increases  m hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  with  no  numencaJ  increase  seen  m any  of  the  other 
dose  groups  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncai  control  limits  seen  for  the  strain  of  mice  used  The  female  mce  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
in)ury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mgik^day.  about  60  bmes  the  human  dose),  and  a negative  mutageracKy 
battery  are  not  considered  evidence  of  a carcinogenic  potenbaJ  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled  ONA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 

In  a two-generabon.  pennatal  and  postnatal  ferblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  ?ie  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect,  but  at  a dose  equivalent  to  300  bmes  the  hunan  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  adminisbation  to  pregnant  New  Zealand  i^e  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mgiVg  it  produced  ventncular 
anom^.  distended  abdomen,  spma  bifida,  hydrocephaly,  and  enlarged  heart  m one 
fetus  Tmre  are.  however,  no  adequate  and  weH-controlled  studies  m pregnant 
women  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  repmducbon  capacity  Nizabdne  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  lusbnes  the  potential  nsk  to  (he 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  nizabdine  is  secreted  vi  humdn  milk  m 
proportion  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
termg  nizabdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reacttont:  Clinical  bnals  of  nizabdine  included  almost  5.000  pabents 
given  nizabdine  in  studies  of  varying  durabons  Domesbc  placeb^ontroUed  tnals 
included  over  1 .900  pabents  given  nizabdine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  m the  domestic  placebo-controlled  tnals.  sweating  (1  % vs 
0 2%).  urbcana  (0  5%  vs  < 0 01%).  and  somnolence  (2  4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  nizabdine  group  A vane^  of  less  conunon  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

H^hc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
[AST],  SGPT  lALT],  or  alkaline  phosC  ' ' 


losphatase).  occurred  in  some  paben&  and  was 


possibly  or  probably  related  to  nizabdine  In  some  cases,  there  was  marked 
eievabon  of  SGOT.  SfaPT  enzymes  (greater  than  5(X)  (U/l)  and.  in  a single  instance. 
SGPT  was  greater  than  2,00Ij  IU/L  me  overall  rate  of  occurrences  of  elevated  liver 


enzymes  and  elevabons  to  three  bmes  the  upper  limit  ot  normal,  however,  did  not 
Significantly  differ  from  the  rate  of  liver  enzyme  abnormalibes  m placebo-treated 
pabents  All  abnormalities  were  reversible  after  disconbnuabon  of  Axid 
Cardiovasculaf  -\n  ciimcal  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  m 
three  unbealed  subjects 

CNS  ~ Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  climcal  tnals  showed 
no  evidence  of  anbandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  treguency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
treated  with  Axid  and  another  Hrreceptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Raie  cases  ot 
thrombocytopenic  purpura  have  been  reported 
integumentaJ  - Sweating  and  urbcana  were  reported  sigmficantfy  more  fre- 
quentty  in  nizabdine-  than  in  placebo-treated  pabents  Rash  and  extoiiabve  dermab- 
tis  were  also  reported 

Hypersensitjvity  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizabdne  have  been  reported  Because  cro$s-$en- 
sitrvTty  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  prevKius  hypersensibvrty 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophiiia)  have  been  reported 
Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosmophilia.  fever,  and  nausea  related  to  mzabdne  administration  have  been 
reported 

Overdouge:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  liTOe  cincal  experience  with  overdosage  ot  Axid 
in  humans  Test  animals  that  received  large  doses  of  nuabdme  have  exhibited 
cholinergic-type  effects,  including  lacnmSion,  sairvabon.  emesis,  miosis,  and 
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m^g  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  informabon  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  m the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage.  consider  the  possibility  of  mulbpie  drug  over- 
doses. interacbon  among  drugs  and  unusual  drug  knebcs  in  your  pbenL 

It  overdosage  occurs,  use  ot  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clmical  monitonng  and  supportive  therapy  Renal  dialysis  for 
four  to  SIX  hours  increased  plasma  clearance 
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Additional  information  available  to  the 
protession  on  request 


Drug  Therapy  Review 


Drugs  in  Pregnancy 


CAUTION  WITH  REGARD  TO  drug  ingestion 
during  pregnancy  is  recommended.  The 
term  "placental  barrier"  is  a contradiction  as 
it  allows  crossing  of  many  drugs  and  dietary 
substances. 

There  is  a marked  species  specificity  in 
drug  teratogenicity.  For  example,  thalidomide 
was  not  found  to  be  teratogenic  in  lower  spe- 
cies, but  is  a potent  human  teratogen.  In  cer- 
tain strains  of  mice,  corticosteroids  produce  a 
high  percentage  of  offspring  with  cleft  lip  ± 
palate,  although  no  studies  have  shown  these 
drugs  to  be  teratogenic  in  humans. 

F.D.A.  Categories 

The  Food  and  Drug  Administration  lists 
5 categories  of  labeling  for  drug  use  in  preg- 
nancy: 

• Controlled  studies  in  women  fail  to 
demonstrate  a risk  to  the  fetus  in  the  first 
trimester  and  the  possibility  of  fetal  harm  ap- 
pears remote. 

• Animal  studies  do  not  indicate  a risk  to 
the  fetus  and  there  are  no  controlled  human 
or  animal  studies  to  show  an  adverse  effect  on 
the  fetus;  but  studies  in  pregnant  women  have 
failed  to  demonstrate  a risk  to  the  fetus. 

• Studies  have  shown  the  drug  to  have 
animal  teratogenic  or  embryocidal  effects,  but 
there  are  no  controlled  studies  in  women  or 
no  studies  available  in  animals  or  women. 

• Positive  evidence  of  human  fetal  risk  ex- 
ists, but  benefits  in  certain  situations  (e.g.  life- 
threatening  situations  or  serious  diseases  for 
which  safer  drugs  cannot  be  used  or  are  ineffe- 
tive)  may  make  use  of  the  drug  acceptable  de- 
spite risks. 


This  article  was  authored  by  Jennifer  R.  Niebyh  M.D.,  Professor  and 
Head,  Department  of  Obstetrics  and  Gynecology,  University  of  Iowa 
Hospitals  and  Clinics.  It  was  edited  by  John  Kasik,  M.D. 


• Studies  in  animals  or  humans  have 
demonstrated  fetal  abnormalities  or  there  is 
evidence  of  fetal  risk  based  on  human  expe- 
rience and  the  risk  clearly  outweighs  any  pos- 
sible benefit. 

The  classic  teratogenic  risk  period  is  from 
about  day  31  after  the  last  menstrual  period  in 
a 28  day  cycle,  to  71  days  from  the  last  period. 
This  is  the  critical  period  of  organogenesis  and 
teratogens  may  cause  malformations  which  are 
usually  recognized  at  birth.  Administration  of 
drugs  early  in  this  period  will  affect  the  de- 
veloping organs  such  as  the  heart  or  neural 
tube.  Closer  to  the  end  of  this  teratogenic  pe- 
riod, the  ear  and  palate  are  forming  and  may 
be  affected  by  a teratogen.  If  not  urgently 
needed,  drug  therapy  should  be  postponed 
until  after  this  critical  period  of  organ  devel- 
opment has  been  completed. 

Before  the  period  of  organogenesis,  ex- 
posure to  a teratogen  usually  causes  an  all  or 
none  effect.  With  exposure  to  conception,  the 
conceptus  either  does  not  survive  or  survives 
without  anomalies.  In  someone  exposed  to  a 
teratogen  who  may  be  pregnant,  sensitive 
serum  pregnancy  tests  can  diagnose  preg- 
nancy as  early  as  a week  after  conception.  If 
there  is  any  question  with  regard  to  possible 
pregnancy,  these  tests  should  be  employed. 

While  the  risk  of  teratogenesis  may  be  less 
after  the  first  trimester,  fetal  development  con- 
tinues in  the  second  and  third  trimesters.  Some 
anomalies  of  the  uterus  from  DES  exposure 
have  been  shown  to  occur  in  the  second 
trimester  and  were  not  recognized  until  after 
puberty.  The  brain  continues  to  develop 
through  pregnancy  and  in  the  neonatal  pe- 
riods. As  a result,  fetal  alcohol  syndrome  may 
occur  with  chronic  exposure  to  alcohol  in  later 

(Continued  next  page) 
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stages  of  pregnancy.  Thus,  drugs  may  affect 
the  fetus  in  later  pregnancy  as  well,  although 
the  effects  may  not  be  recognized  until  later. 

Vitamin  A Derivatives 

Isotretinoin  (Accutane)  — Isotretinoin  was 
marketed  as  FDA  Category  X.  Of  154  exposed 
human  pregnancies  to  date,  there  have  been 
21  reported  cases  of  birth  defects,  12  sponta- 
neous abortions,  95  elective  abortions  and  26 
normal  infants  in  women  taking  isotretinoin 
during  early  pregnancy.  The  actual  risk  of 
anomalies  in  patients  studied  prospectively 
was  14%.  The  malformed  infants  had  a char- 
acteristic pattern  of  craniofacial,  cardiac,  thymic 
and  central  nervous  system  anomalies.^ 

Isotretinoin  is  not  stored  in  tissue  and  an 
exposure  before  pregnancy  should  not  be  a 
risk  as  the  drug  would  not  be  detectable  in 
serum  5 days  after  ingestion. 

Etretinate  (Tegison)  — This  drug  is  used  for 
psoriasis  and  may  well  have  a teratogenic  risk 
similar  to  isotretinoin.’  Case  reports  of  mal- 
formations have  appeared  but  the  absolute  risk 
is  unknown.  The  half-life  of  several  months 
makes  levels  cumulative  and  the  drug  carries 
a warning  to  avoid  pregnancy  within  6 months 
of  use. 

Vitamin  A — There  is  no  evidence  vitamin 
A itself  in  normal  doses  is  teratogenic.  The 
levels  in  prenatal  vitamins  (—5,000  lU  orally 
daily)  have  not  been  associated  with  any  risk, 
nor  the  lower  doses  used  with  topical  acne 
preparations  (Retin-A).  Large  doses  of  vitamin 
A (25,000  lU  daily  or  greater)  should  be  dis- 
couraged during  pregnancy  due  to  the  possi- 
ble similarity  to  isotretinoin  and  etretinate. 
Eighteen  cases  of  birth  defects  have  been  re- 
ported after  exposure  to  levels  of  25,000  lU  of 
vitamin  A or  greater  during  pregnancy. 

Anticonvulsants 

Epileptic  women  taking  anticonvulsants 
during  pregnancy  have  approximately  dou- 
bled the  general  population  risk  of  malfor- 
mations.^ The  general  risk  is  2%  to  3%,  in  epi- 
leptic women  on  anticonvulsants  the  risk  of 
major  malformations  is  about  5%,  especially 
cleft  lip  with  or  without  cleft  palate  and  con- 
genital heart  disease.  It  has  recently  been  rec- 
ognized valproic  acid  carries  approximately  a 
1%  risk  of  neural  tube  defects  and  possibly 
other  defects.^  Alpha  fetoprotein  screening  is 
appropriate  for  these  patients. 


Whenever  a drug  is  claimed  to  be  a tera- 
togen, one  always  can  raise  the  issue  of 
whether  the  disease  for  which  the  drug  was 
prescribed  in  some  way  contributed  to  the  de- 
fect. Women  with  a convulsive  disorder  have 
an  increased  risk  of  birth  defects  even  when 
they  take  no  anticonvulsant  drug. 

Possible  causes  of  malformations  in  epi- 
leptic women  on  anticonvulsants  include  the 
disease  itself,  genetic  predisposition  to  epi- 
lepsy and  malformations,  genetic  differences 
in  drug  metabolism,  the  specific  drugs  them- 
selves and  deficiency  states  induced  by  drugs 
such  as  decreased  serum  folate.  A combination 
of  more  than  3 drugs  or  a high  daily  dose  in- 
creases the  chance  of  malformations.^ 

Less  than  10%  of  offspring  show  the  fetal 
hydantoin  syndrome.  This  consists  of  micro- 
cephaly, growth  deficiency,  developmental 
delays,  mental  retardation  and  dysmorphic 
craniofacial  features. 

Most  authorities  agree  the  benefits  of  an- 
ticonvulsant therapy  during  pregnancy  out- 
weigh the  risks  of  discontinuation  of  the  drug 
if  the  patient  is  first  seen  during  pregnancy. 
The  blood  level  of  drug  should  be  monitored 
to  assure  a therapeutic  level  but  minimize  dos- 
age. 

Anticoagulants 

The  warfarin  embryopathy  includes  nasal 
hypoplasia  and  bone  stippling  on  x-ray  and 
may  include  ophthalmologic  abnormalities 
such  as  bilateral  optic  atrophy  and  mental  re- 
tardation. These  abnormalities  are  presumably 
caused  by  microhemorrhages  during  devel- 
opment. Even  with  use  only  beyond  the  first 
trimester,  ophthalmologic  abnormalities  and 
mental  retardation  may  occur.  The  alternative 
drug,  heparin,  does  not  cross  the  placenta  and 
should  be  the  drug  of  choice  for  patients  re- 
quiring anticoagulation  during  pregnancy. 

In  patients  with  cardiac  valve  prostheses, 
full  anticoagulation  is  necessary,  as  low  dose 
heparin  resulted  in  3 valve  thromboses  (2  fatal) 
in  35  mothers.^ 

Lithium 

In  the  International  Register  of  Lithium 
Babies,  217  infants  had  been  exposed  at  least 
during  the  first  trimester  of  pregnancy  and  25 
(11.5%)  were  malformed.^  Eighteen  had  car- 
diovascular anomalies,  including  6 cases  of  the 
rare  Ebstein's  anomaly.  Thus,  it  is  usually  rec- 
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ommended  that  drug  therapy  be  changed  in 
pregnant  women  on  lithium  to  avoid  fetal  drug 
exposure. 

Tranquilizers 

Conflicting  reports  of  the  possible  tera- 
togenicity of  the  various  tranquilizers  have  ap- 
peared, including  meprobamate  (Miltown)  and 
chlordiazepoxide  (Librium).  In  prospective 
studies  no  teratogenicity  has  been  noted. ^ A 
fetal  benzodiazepine  syndrome  has  been  re- 
ported in  7 infants  of  36  mothers  who  regularly 
took  benzodiazepines  during  pregnancy.® 
There  was  growth  retardation,  dysmorphism 
and  central  nervous  system  dysfunction  in 
these  infants.  In  most  clinical  situations,  the 
risk-benefit  ratio  does  not  justify  the  use  of 
benzodiazepines  in  pregnancy. 

Antihistamines  and  Decongestants 

Patients  need  to  be  educated  that  these 
drugs  represent  symptomatic  therapy  for  the 
common  cold  and  have  no  influence  on  the 
course  of  the  disease.  Other  remedies  should 
be  recommended  such  as  humidifiers,  rest  and 
fluids.  If  medications  are  necessary,  combi- 
nations of  several  drugs  should  not  be  used  if 
only  one  drug  is  necessary.  If  the  situation  is 
an  allergy,  an  antihistamine  alone  will  suffice. 
If  decongestion  is  necessary,  topical  nasal 
sprays  will  result  in  a lower  dose  to  the  fetus. 
Although  there  is  no  known  teratogenicity  of 
these  drugs,  use  of  over  the  counter  drugs  for 
trivial  indications  should  be  discouraged  as 
long  term  effects,  especially  of  chronic  use,  are 
unknown. 

Analgesics 

Aspirin  — There  is  no  evidence  of  any  ter- 
atogenic effect  of  aspirin  taken  in  the  first 
trimester  in  human  beings.  However,  aspirin 
does  have  significant  perinatal  effects  as  it  in- 
hibits prostaglandin  synthesis.  Uterine  con- 
tractility is  decreased  and  patients  taking  as- 
pirin have  delayed  onset  of  labor,  longer 
duration  of  labor  and  an  increased  risk  of  pro- 
longed pregnancy. 

Aspirin  also  causes  decreased  platelet  ag- 
gregation which  contributes  to  risk  of  ante- 
partum bleeding  and  bleeding  at  delivery. 
Platelet  dysfunction  has  been  described  in 
newborns  5 days  after  ingestion  of  aspirin  by 
the  mother.^ 


Low  dose  aspirin  may  prove  of  benefit  in 
prevention  of  preeclampsia,  or  fetal  wastage 
associated  with  autoimmune  diseases.  Wal- 
lenburg  randomized  patients  to  low  dose  as- 
pirin therapy  who  had  positive  angiotensin  II 
infusion  tests  and  reduced  the  incidence  of 
preeclampsia  in  the  treated  compared  to  the 
placebo  group. Lubbe,  et  al.  treated  patients 
with  lupus  anticoagulant  and  fetal  wastage 
with  prednisone  40-60  mg/day  and  low  dose 
aspirin  (75  mg/day)  with  improved  fetal  out- 
come. 

Acetaminophen  — Acetaminophen  (Ty- 
lenol, Datril)  has  shown  no  evidence  of  tera- 
togenicity. The  bleeding  time  is  not  prolonged 
in  pregnant  patients  taking  acetaminophen  in 
contrast  to  aspirin  and  the  drug  is  not  toxic  to 
the  newborn.  Thus,  if  a mild  analgesic  or  an- 
tipyretic is  indicated,  acetaminophen  is  pre- 
ferred over  aspirin  during  pregnancy.  The  ab- 
sorption and  disposition  of  acetaminophen  in 
normal  doses  is  not  altered  by  pregnancy. 

Propoxyphene  (Darvon)  — Propoxyphene  is 
an  acceptable  alternative  mild  analgesic  with 
no  known  teratogenicity.  However,  it  should 
not  be  used  for  trivial  indications  as  it  is  po- 
tentially addictive. 

Codeine  — In  the  Collaborative  Perinatal 
Project,  no  increased  relative  risk  of  malfor- 
mations was  observed  in  563  codeine  users. 
Codeine  can  cause  addiction  and  newborn 
withdrawal  symptoms  if  used  to  excess  in  the 
perinatal  period. 

Antibiotics  and  Anti-infective 
Agents 

As  pregnant  patients  are  particularly  sus- 
pectible  to  vaginal  yeast  infections,  antibiotics 
should  be  used  only  when  clearly  indicated. 

Penicillins  and  Sulfonamides  — Penicillin 
derivatives  including  penicillin  and  ampicillin 
are  apparently  safe  in  pregnancy  as  are  eryth- 
romycin and  the  cephalosporins.  Sulfona- 
mides have  not  been  associated  with  any  risk 
except  when  given  to  premature  infants  when 
they  compete  with  bilirubin  for  albumin-bind- 
ing sites  and  contribute  to  increased  risk  of 
hyperbilirubinemia  in  the  newborn. 

Tetracyclines  — In  341  infants  exposed  to 
tetracycline  in  the  first  trimester,  no  terato- 
genic effect  was  observed. However,  the  tet- 
racyclines bind  to  developing  enamel  to  cause 
discoloration  of  the  teeth.  The  drug  affects  de- 
(Continued  next  page) 
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ciduous  teeth  between  approximately  26  weeks 
of  pregnancy  and  6 months  of  age  in  the  in- 
fant, but  only  affects  permanent  teeth  if  given 
in  childhood  approximately  6 months  of  age 
to  5 years.  In  addition,  the  tetracyclines  de- 
posit in  developing  osseous  sites  and  cause  an 
inhibition  of  bone  growth,  so  alternate  drugs 
are  recommended  in  pregnancy. 

Nitrofurantoin,  Macrodantin  — No  risk  of 
birth  defects  has  been  noted  with  exposure  to 
this  drug.  It  can  induce  hemolytic  anemia  in 


'Low  dose  aspirin  may  prove  of 
benefit  in  prevention  of  pre- 
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G6PD  deficient  patients.  Since  the  newborn's 
red  cells  are  deficient  in  reduced  glutathione, 
the  label  carries  a warning  against  use  of  the 
drug  at  term. 

Aminoglycosides  — Of  135  infants  exposed 
to  streptomycin  in  the  first  trimester,  no  ter- 
atogenic effects  were  observed. Transplacen- 
tal passage  has  been  demonstrated  and  a rate 
of  ototoxicity  of  3% -11%  in  children  of  mothers 
who  received  prolonged  streptomycin  treat- 
ment for  tuberculosis  during  pregnancy  has 
been  reported.  Although  the  hearing  loss  ap- 
pears to  be  dose-related  and  has  not  been  re- 
ported with  other  aminoglycosides,  these 
agents  should  be  used  only  if  necessary  during 
pregnancy. 

Other  Antituberciilosis  Drugs  — There  is  no 
evidence  of  any  teratogenic  effect  of  INH,  PAS, 
rifampin  or  ethambutol.  In  one  report,  ethion- 
amide was  associated  with  central  nervous 
system  anomalies. 

Antiasthmatics 

Theophylline  and  Aminophylline  — These 
drugs  are  safe  to  use  for  treating  asthma  in 
pregnancy  and  no  evidence  of  teratogenic  risk 
has  been  found. 

Terbutaline  (Brethine)  — This  has  been 
widely  used  in  treatment  of  preterm  labor.  It 
is  more  rapid  in  onset  and  has  a longer  du- 
ration of  action  then  epinephrine  and  is  often 
preferred  for  asthma  in  the  pregnant  patient. 


No  risk  of  birth  defects  has  been  reported.  Long 
term  use  has  been  associated  with  an  in- 
creased risk  of  glucose  intolerance. 

Cromolyn  Sodium  — This  drug  may  be  ad- 
ministered in  pregnancy  and  systemic  absorp- 
tion is  minimal.  Teratogenicity  has  not  been 
reported  in  humans. 

Isoproterenol  (Isuprel)  and  Metaproterenol  — 
When  these  drugs  are  given  as  topical  aerosols 
in  the  treatment  of  asthma,  the  total  dose  ab- 
sorbed is  usually  not  significant.  However, 
cardiovascular  effects  of  oral  or  intravenous 
doses  may  cause  decreased  uterine  blood  flow. 
No  teratogenicity  has  been  reported. 

Corticosteroids  — All  steroids  cross  the  pla- 
centa to  some  degree.  When  prednisone  or 
prednisolone  are  maternally  administered,  the 
concentration  of  active  compound  in  the  fetus 
is  less  than  10%  of  that  in  the  mother  and 
therefore  these  are  the  drugs  of  choice  for 
treating  medical  diseases  such  as  asthma. 
When  corticosteroid  effect  such  as  lung  ma- 
turity is  desired  in  the  infant,  betamethasone 
and  dexamethasone  are  preferred  as  these  are 
minimally  inactivated  by  the  placenta.  There 
is  no  evidence  corticosteroids  are  teratogenic 
in  humans. 

Iodide  — Iodide  such  as  found  in  a satu- 
rated solution  of  potassium  iodide  expectorant 
(SSKI)  crosses  the  placenta  and  may  cause  a 
very  large  fetal  goiter,  enough  to  produce  res- 
piratory obstruction  in  the  newborn.  Before  a 
patient  is  advised  to  take  cough  medicine,  one 
should  be  sure  it  does  not  contain  iodide. 

Cardiovascular  Drugs 

Digoxin  — No  teratogenicity  of  digoxin  has 
been  noted.  Blood  levels  should  be  monitored 
in  pregnancy  to  assure  adequate  therapeutic 
levels.  Digoxin-like  immunoreactive  sub- 
stances may  be  mistaken  in  assays  for  fetal 
concentrations  of  digoxin.  In  one  study  of  fe- 
tuses with  cardiac  anomalies  there  was  no  dif- 
ference in  the  immunoreactive  digoxin  levels 
whether  or  not  the  mother  had  received  di- 
goxin. 

Antihypertensive  Drugs  — Alphamethyl- 
dopa  (Aldomet)  has  been  widely  used  for 
treatment  of  chronic  hypertension  in  preg- 
nancy. Although  postural  hypotension  may 
occur,  no  unusual  fetal  effects  have  been  noted. 
Hydralazine  (Apresoline)  may  be  used  in  preg- 
nancy but  is  usually  reserved  for  treatment  of 
severe  preeclampsia. 
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Several  studies  suggest  improved  out- 
come with  the  use  of  atenolol  or  propranolol 
to  treat  chronic  hypertension  during  preg- 
nancy and  no  evidence  of  teratogenicity  has 
been  noted. 

Drugs  for  Ovulation  Induction 

In  over  2,000  exposures,  no  evidence  of 
teratogenic  risk  for  clomiphene  has  been  noted 
and  the  percentage  of  spontaneous  abortions 
is  close  to  the  expected  rate.^^ 

Infants  are  often  exposed  to  bromocrip- 
tine in  early  pregnancy.  No  teratogenic  effects 
have  been  observed  in  over  1,400  exposed 
pregnancies. 

Conclusion 

Many  medical  conditions  are  best  treated 
initially  with  nonpharmacologic  remedies. 
When  a drug  is  used  in  pregnancy  the  risk/ 
benefit  ratio  should  justify  the  drug  use.  Ther- 
apy should  be  postponed  if  possible  until  after 
the  first  trimester. 
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Iowa  Department  of  Public  Health 


Working  Together 


The  IOWA  DEPARTMENT  OF  PUBLIC  HEALTH  and 
the  University  of  Iowa  have  a history  of 
working  cooperatively.  Various  public  health 
activities  allow  both  to  contribute  their  special 
capabilities  to  the  most  efficient  delivery  of 
service  to  lowans.  The  exact  programs  in- 
volved and  specific  arrangements  vary.  Fol- 
lowing are  major  programs  or  projects  cur- 
rently coordinated  between  the  Department 
and  the  University. 

Child  Health  Specialty  Clinics  (CHSC)  — 

The  largest  single  contracted  program  is  the 
Child  Health  Specialty  Clinics  (originally  called 
State  Services  for  Crippled  Children).  CHSC 
is  now  included  as  a part  of  the  federal  Ma- 
ternal and  Child  Health  Block  Grant.  The  pro- 
gram provides  for  evaluation  and  treatment  of 
children  and  youth  with  known  or  suspected 
chronic  health  problems.  University  faculty  and 
staff  in  audiology,  cardiology,  otolaryngology, 
orthopedics,  pediatrics,  physical  therapy,  psy- 
chology, speech/language  pathology  and  other 
disciplines  provide  clinical  services  in  more 
than  20  communities  throughout  the  state. 

A state  appropriation  through  the  De- 
partment helps  support  regional  child  health 
programs  which  offer  Integrated  Evaluation 
and  Planning  Clinics  (lEPCs),  a coordinated 
community  medical/educational/social  serv- 
ices approach  to  problems  of  childhood  growth 
and  development,  learning  and  communica- 
tion. They  are  conducted  as  interagency  pro- 
grams with  Area  Education  Agencies  and  the 
Department  of  Human  Services. 

Muscle  Disorders  Clinics  — A state  ap- 
propriation to  the  Department  supports  spe- 
cial clinics  at  several  sites  for  families  with 
muscular  dystrophy  or  related  disorders. 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


Regional  Genetic  Consultation  — The  re- 
gional genetic  counseling  service  offers  state- 
wide, in-depth  counseling  and  follow-up  for 
lowans  with  birth  defects,  genetic  or  congen- 
ital disorders.  Clinics  are  held  at  12  sites 
throughout  Iowa  staffed  by  geneticists  from 
the  University.  Genetic  consultants  from  the 
Department  arrange  the  clinics,  gather  ad- 
vance case  information  for  the  clinics,  assist  at 
the  clinics  and  do  follow-up.  Education  pres- 
entations for  health  care  providers  and  the 
general  public  are  also  a part  of  this  program. 

Birth  Defects  Registry  — State  funds  al- 
lowed Iowa  to  initiate  a birth  defects  registry 
for  9 central  Iowa  counties.  Because  of  Iowa's 
commitment,  the  University  was  able  to  attract 
a federal  grant  to  extend  the  activity  to  the 
remainder  of  the  state.  Hospital  records  are 
abstracted  to  collect  standardized,  reliable  data 
for  the  registry. 

Newborn  Screening  — Newborns  in  Iowa 
are  screened  for  hypothyroidism,  phenylke- 
tonuria (PKU),  galactosemia,  branched  chain 
ketoacidemia  (MSUD)  and  hemoglobin  disor- 
ders. The  University  Hygienic  Laboratory  is 
the  central  laboratory  for  this  program.  Prompt 
testing,  immediate  telephone  notification  to 
physicians  of  presumptive  positive  results, 
consultation  and  educational  presentations  are 
included  as  part  of  this  self-supporting  pro- 
gram. The  Department  of  Pediatrics  assists 
with  this  program. 

Metabolic  Management  Clinics  — State 
funds  also  support  a specialized  clinic  for  fam- 
ilies whose  members  have  metabolic  disorders 
such  as  PKU,  Galactosemia  and  MSUD. 

MS  AFP  Testing  — Maternal  Serum  Al- 
pha-Fetoprotein screening  is  available  on  a 
voluntary  basis  to  women  at  15  to  18  weeks  of 
pregnancy.  The  University  Hygienic  Labora- 
tory is  the  central  laboratory  for  this  program 
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and  the  Department  of  Obstetrics/Gynecology 
provides  consultation  and  follow-up. 

Perinatal  Services  — The  Iowa  Statewide 
Perinatal  Care  Program  is  entering  its  17th  year 
of  operation.  The  perinatal  team,  which  con- 
sists of  an  obstetric  nurse,  a neonatal  care 
nurse,  a maternal/fetal  medicine  specialist  and 
a neonatologist,  visits  Iowa  hospitals.  Charts 
are  reviewed  and  formal  and  informal  edu- 
cation sessions  are  offered  to  physicians  and 
nurses.  Statewide  and  regional  education  ses- 
sions are  offered  for  health  care  professionals. 
Educational  materials  are  distributed.  The  team 
members  have  been  vital  participants  in  the 
Perinatal  Standards  Advisory  Committee.  This 
committee,  composed  of  representatives  of  the 
Academy  of  Family  Physicians,  Academy  of 
Pediatrics,  College  of  OB/GYN,  Medical  Soci- 
ety, Osteopathic  Medical  Association,  Nurses' 
Association  and  Hospital  Association,  estab- 
lished and  periodically  update  standards  for 
level  I,  II  and  III  Perinatal  Centers. 

Maternal  Health  Clinics  — Residents  in 
OB/GYN  help  staff  maternal  health  clinics  for 
the  Department  in  eastern  Iowa. 

Dental  — The  Department  provides  Ma- 
ternal and  Child  Health  Block  Grant  funds  to 
the  College  of  Dentistry  for  a program  of  den- 
tal care  for  persons  with  disabilities.  The  care 
is  provided  by  University  staff  or  by  arrange- 
ment with  selected  dentists  in  11  locations 
across  Iowa.  Dental  hygiene  students  gain  field 
experience  as  they  assist  the  Department's 
dental  hygienists  in  the  school  fluoride  mouth- 
rinse  program. 

Laboratory  Services  — The  University 
Hygienic  Laboratory  is  by  law  Iowa's  public 
health  laboratory.  In  addition  to  those  services 
mentioned  elsewhere  in  this  article,  the  labo- 
ratory performs  many  services  for  the  De- 
partment and  for  local  health  departments. 
These  include  major  activities  in  sexually 
transmitted  disease  control  such  as  HIV  and 
GC  testing,  testing  for  numerous  other  com- 
municable diseases,  private  well-water  anal- 
ysis and  fluoride  analysis. 

Toxic  Substance  Assessment  — The  De- 
partment has  an  agreement  with  the  federal 
Agency  for  Toxic  Substances  and  Disease  Reg- 
istry to  do  health  assessments  of  superfund 
sites  and  provide  consultation  at  the  time  of 
toxic  substance  incidents.  The  University  staff 
has  been  very  helpful  to  the  Department  in 
developing  the  capacity  to  complete  these 


functions.  In  addition,  the  Department  will  be 
sponsoring  a conference  on  toxic  substance  ac- 
cident intervention  in  Des  Moines  on  May  2- 
3,  1989.  The  University,  a cosponsor,  will  par- 
ticipate in  this  conference. 

Radiation  Incidents  — The  Department 
has  primary  responsibility  for  risk  assessment 
and  advising  the  governor  and  the  Disaster 
Services  Division  regarding  protective  action 
decisions  for  radiation  incidents  at  nuclear 
power  plants  or  other  sites.  University  Hy- 
gienic Lab  staff  are  an  important  part  of  the 
field  teams  which  gather  samples  and  survey 
data. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


Your  future  could  depend  on  it . . . 


ADVANTAGE 


Did  you  know  your  chances  of  being  disabled 
are  1 in  8 and  if  you’re  between  35-65  the 
risk  of  disability  before  retirement  is  even 
higher?  The  odds  are  1 in  2! 

The  ADVANTAGE  offers: 

• The  best  definition  of  disability  and  partial 
disability. 

• Guaranteed  continuable  for  life. 

• Up  to  15%  discount  available. 

When  was  the  last  time  you  took  a 6-month 
vacation? 

For  more  information  on  DISABILITY 
INCOME  INSURANCE  call  or  write: 

H.  Dana  Bentzinger 
100  8th  Street  S.E. 

Altoona,  Iowa  50009 
515/967-8131 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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Gerry  Smeader 

Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  RO.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 
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RESEARCH  INTO  THE  HORMONE  that  reg- 
ulates reproduction  has  brought  Mexico's  most 
prestigious  science  award  to  P,  Michael  Conn, 
Pharmacology.  Conn  received  the  award  from 
the  Miguel  Aleman  Foundation  for  his  work 
with  gonadotropin  releasing  hormone  (GnRH), 
a substance  produced  in  the  brain  that  regu- 
lates reproduction.  The  annual  award  was  es- 
tablished in  1986  to  further  scientific  investi- 
gation in  Mexico  by  bringing  in  internationally 
known  scientists.  The  foundation  was  estab- 
lished in  the  name  of  former  Mexico  President 
Miguel  Aleman  who  is  credited  with  encour- 
aging scientific  research  and  with  the  estab- 
lishment of  Mexico's  national  institute  of 
health. 

A NEW  TEST  TO  ANALYZE  VIBRATION 
WHITE  FINGER  (VWF)  DISEASE  in  workers 
who  operate  vibratory  tools  such  as  chain  saws,  rock 
drills  and  air  hammer  chipping  tools  has  been  de- 
veloped by  ill  College  of  Medicine  orthopaedic  re- 
searchers. VWF  symptoms  are  usually  provoked  by 
coldness  and  reduced  circulation  to  the  fingers.  In 
the  study,  blood  flow  rate  in  the  digital  artery  of 
the  long  finger  was  measured  before  and  immedi- 
ately after  11  experienced  air  hammer  operators, 
some  of  whom  had  VWF,  used  the  tool,  says  Thomas 
Brown,  Orthopaedic  Surgery.  Nine  novice  and 
non-chippers  served  as  a control  group.  Researchers 
observed  for  the  first  time  that  blood  flow  tempo- 
rarily but  dramatically  increased  immediately  after 
chipping  in  subjects  with  severe  VWF.  The  finding 
is  surprising.  Brown  says,  because  long-term  vi- 
bratory tool  use  can  cause  hypertrophy  of  muscle 
and  blood  vessel  walls  in  the  hand  and  fingers,  and 
the  extra  muscle  mass  can  close  vessels  down. 

THE  UI  COLLEGE  OF  MEDICINE  EDUCA- 
TIONAL OPPORTUNITIES  PROGRAM 
(EOP)  is  the  winner  of  an  Affirmative  Action 
award  for  its  exceptional  minority  recruitment 
efforts.  Goals  of  the  Affirmative  Action  Com- 
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mittee  include  the  development  of  cultural,  ra- 
cial and  ethnic  diversity,  and  the  recognition 
and  encouragement  of  outstanding  affirmative 
action  within  the  Ul.  The  20-year-old  EOP  pro- 
vides financial  and  academic  assistance  as 
needed  for  educationally  and/or  economically 
disadvantaged  students  entering  the  College 
of  Medicine,  targeting  Black  Americans,  Puerto 
Ricans,  Mexican  Americans  and  Native  Amer- 
icans. On  behalf  of  the  UI  Committee  on  Af- 
firmative Action,  UI  President  Hunter  Rawl- 
ings III  presented  College  of  Medicine  Dean 
John  W.  Eckstein  with  the  award  in  February. 

THE  EFFECTS  OF  DIET  ON  HYPERTENSION 

in  people  over  age  50  is  the  focus  of  a study  by  Ross 
Feldman,  Internal  Medicine  and  Pharmacol- 
ogy. Feldman  will  study  how  blood  vessels  dilate 
in  response  to  hormones  related  to  the  participant's 
diet.  He'll  examine  the  effects  of  both  low  and  high 
sodium  diets. 

HER  RESEARCH  IN  UTERINE  BLOOD 
FLOW  and  catechol  estrogens  has  earned 
Dianna  E.  Van  Orden,  Obstetrics  and  Gyne- 
cology, the  distinguished  Method  to  Extend 
Research  in  Time  (MERIT)  award  from  the  Na- 
tional Institute  of  Child  Health  and  Human 
Development.  The  MERIT  award  will  provide 
stable  financial  support  for  Van  Orden's  re- 
search for  at  least  5 years. 

RENOWNED  FOR  HIS  WORK  WITH  BRAIN 
CELLS  affected  by  Alzheimer's  disease,  Gary  Van 
Hoesen,  Anatomy  and  Neurology,  has  been 
awarded  the  Senator  Jacob  K.  Javits  Award  in  the 
Neurosciences.  He'll  receive  research  support  total- 
ing nearly  $1  million  over  the  next  7 years  under 
the  award  established  by  Congress  in  honor  of  the 
former  Republican  senator  from  New  York.  Javits, 
who  died  from  Lou  Gehrig's  disease,  had  champi- 
oned research  support  for  a wide  range  of  disorders 
involving  the  brain  and  central  nervous  system. 
Van  Hoesen  is  examining  the  pathology  of  the  ce- 
rebral cortex  of  the  brain  in  patients  who  had  Alz- 

(Continued  next  page) 
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heimer's  disease.  "We  are  primarily  interested  in 
correlating  the  lesions  that  occur  on  the  brain  with 
specific  changes  in  behavior,"  he  says. 

IOWA'S  1985  SWITCH  TO  PRIVATE  RE- 
TAIL SALES  of  wine  has  not  significantly  in- 
creased wine  consumption  or  the  prevalence 
of  heavy  and  problem  drinkers,  according  to 
a UI  study.  Alcohol  sales  data  before  and  after 
the  change  to  private  sales  were  examined  and 
Iowa  drinkers  were  also  surveyed  about  how 
much  wine  they  drank  and  purchased  4 
months  before  and  9 months  after  the  change, 
says  the  study's  principal  investigator,  Harold 
Mulford,  Psychiatry.  Data  show  wine  sales 
surged  in  July  1985,  the  first  month  table  wine 
was  sold  through  private  outlets,  and  re- 
mained at  a higher  level  for  several  months. 
In  1987  the  sale  of  wine  declined  to  levels  sim- 
ilar to  those  prior  to  the  change  to  private  out- 
lets. Mulford  believes  the  sales  increase  must 
be  discounted  because  "initial  high  wine  sales 
levels  reflect  inventory  stocking  by  new  mer- 
chants," and  "state  stores  were  liquidating 
their  wine  inventories  and  new  merchants  were 
promoting  their  new  products." 

FOUR  UNIVERSITY  FACULTY  MEMBERS 
HAVE  DIED.  Robert  C.  Hardin,  Internal  Med- 
icine, died  on  January  2,  1988  at  the  age  of  74. 
The  Buffalo  Center  native  was  dean  emeritus  of  the 
College  of  Medicine  and  a former  vice  president  for 
health  affairs.  Hardin  was  an  authority  on  diabetes 
and  blood  collection,  preservation  and  transfusion 
and  helped  establish  a national  blood  program.  The 
Ul  Health  Sciences  Library  has  been  renamed  in  his 
honor.  Paul  E.  Huston,  head  of  the  UI  psychiatry 


department  from  1955-1971,  died  November  21, 
1988  at  the  age  of  85.  Huston,  one  of  the  founders 
of  the  Iowa  Psychiatric  Society,  extended  his  service 
to  the  state  through  leadership  on  several  governor's 
commissions  on  mental  health  and  penal  affairs. 
Placidus  Joseph  Leinf elder  died  on  November  9, 

1988  at  the  age  of  83.  The  professor  emeritus  of 
ophthalmology  was  described  as  having  "a  lifelong 
commitment  to  teaching."  Leinfelder  was  particu- 
larly interested  in  neuro-ophthalomology  and  the 
effect  of  radiation  on  the  eye,  which  led  him  to  be 
appointed  to  the  advisory  committee  to  the  Atomic 
Bomb  Casualty  Commission  in  Hiroshima,  Japan. 
William  B.  Bean,  emeritus  professor  and  head  of 
the  department  of  internal  medicine,  died  March  1, 

1989  at  age  79.  Bean  was  also  physician-in-chief  of 
the  Ul  General  Hospital  fro?n  1948-1970.  He  was 
internationally  known  as  a writer  and  editor  of  med- 
ical literature. 

THE  GENE  RESPONSIBLE  FOR  CHARCOT- 
MARIE-TOOTH  (CMT)  disease-type  2 is 
linked  to  DNA  markers  mapped  on  chromo- 
some X,  Victor  lonasescu.  Pediatrics,  and  col- 
leagues have  shown.  The  UI  research  team  is 
now  one  step  closer  to  discovering  the  gene 
responsible  for  CMT-type  2.  They  studied  15 
members  in  4 generations  of  a Dubuque  family 
who  were  affected.  Since  the  study  was  com- 
pleted, they  were  able  to  diagnose  another 
family  with  CMT-type  2 in  Des  Moines.  This 
form  of  CMT  can  be  inherited  from  either  par- 
ent, but  fathers  with  the  disorder  can  only  pass 
it  on  to  daughters,  whereas  mothers  with  the 
disease  can  pass  the  gene  on  to  both  their  sons 
and  daughters.  Males  are  more  severely  af- 
fected than  females. 


Seeking  improved  portfolio  results? 

Piper  Investment  Consulting 

Professionals  in  manager  selection  • Accounts  from  $250,000 
Contact:  Rod  Woods,  Investment  Executive 

244-9111  or  1-800-333-6008 
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MOST  OF  THE  f EOPLE  IN  THIS 


BUILDING 
TREATE 


VE  NEVER 


||  ...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
! determine  the  kind  of  care  you  can  provide  to  your  patients! 

ii 

' Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 


' IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
I non -physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  allects  our 

\ patients  and  our  prolessionl 

) 

\ 
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Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City_ State Zip 

Complete  and  send  to;  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  / West  Des  Moines,  Iowa  / Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  lA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
I deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
^ amllibulion^^hQuldJr^^  on  a personal  check. 


A PRESCRIPTION 

FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technoiogy  and  new  methods? 

★ No  time  or  money  for  professionai  deveiopment? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  quaiify. 

★ if  quaiified,  unlimited  professionai  deveiopment. 

★ Medicai  faciiities  ali  around  the  worid. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obiigation.  Call 

CAPT.  GREGORY  HANELINE 
402-551-0928 

STATION  TO  STATION  COLLECT 
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ROCHE  TO  MARKET  ROFERON®-A  FOR 
TREATMENT  OF  AIDS-RELATED  CANCER 

— The  U.S.  Food  and  Drug  Administration 
(FDA)  has  granted  Hoffmann-La  Roche,  Inc. 
a license  to  market  its  Roferon®-A  brand  of 
recombinant  human  alfa  interferon  for  treat- 
ment of  an  AIDS-related  cancer  in  patients  18 
years  of  age  and  older.  Clinical  studies  have 
shown  that  in  a select  group  of  patients  with 
AIDS-related  KS,  whose  immune  systems  had 
not  been  greatly  suppressed  by  the  AIDS  vi- 
rus, Roferon®-A  yielded  a 45%  response  rate. 
Those  who  responded  to  Roferon®-A  therapy 
experienced  both  tumor  regression  and  pro- 
longation of  survival. 

Treatment  with  Roferon®-A  consists  of 
once-daily  injections  for  10  to  12  weeks,  fol- 
lowed by  maintenance  injections  3 times  a 
week.  Hospitalization  is  not  required,  since 
Roferon®-A  is  supplied  in  a ready-to-inject  in- 
tramuscular or  subcutaneous  solution  and  may 
be  given  on  an  outpatient  basis  or  self-admin- 
istered at  home.  Responding  patients  should 
continue  treatment  until  all  evidence  of  active 
tumor  disappears,  or  until  the  severity  of  ad- 
verse effects  or  opportunistic  infection  re- 
quires discontinuation.  The  optimum  duration 
of  therapy  has  not  been  determined.  Complete 
prescribing  information  for  Roferon®-A,  in- 
cluding adverse  effects,  is  printed  on  the  pack- 
age insert  enclosed  with  the  product. 

AIDS  LIBRARY  ON  COMPACT  DISC  — A 

comprehensive  medical  library  of  AIDS  literature 
on  CD-ROM  is  now  available  from  The  Medical 
Publishing  Group  of  the  Massachusetts  Medical  So- 
ciety. This  unique,  innovative  product  provides  the 
full  text  of  original  journal  articles,  textbook  and 
bibliographic  data  on  all  aspects  of  AIDS,  fully  linked 
and  integrated  into  one  up-to-date  source  of  infor- 
mation. Compact  Library;  AIDS  meets  the  needs 
of  all  professionals  requiring  immediate,  accurate 
AIDS  information. 

Compact  Library:  AIDS  will  be  sold  on  an 
annual  subscription  basis,  thus  providing  unlimited 
access  at  a fixed  cost.  Subscribers  will  automatically 


receive  a new,  updated  disc  every  3 months,  en- 
suring the  currency  and  timelmess  of  this  electronic 
AIDS  library.  Compact  Library:  AIDS  works  with 
most  IBM  personal  computers  and  compatibles,  so 
there  are  no  phone  lines,  modems,  on-line  charges 
or  transmission  problems. 

The  annual  subscription  price,  $875,  includes 
quarterly  updates.  For  more  information  contact  The 
Medical  Publishing  Group,  1440  Main  Street,  Wal- 
tham, Massachusetts  02154,  phone  617/893-3800. 

MAROGEN  STERILE  POWDER  — Chugai- 
Upjohn  Inc.  announced  that  it  and  Chugai 
Pharmaceutical  Co.,  Ltd.,  had  applied  to  the 
U.S.  Food  and  Drug  Administration  (FDA)  for 
clearance  to  market  Marogen  Sterile  Power 
(erythropoietin)  for  the  treatment  of  anemia 
secondary  to  end-stage  renal  disease.  Maro- 
gen Sterile  Powder  contains  erythropoietin 
produced  by  recombinant  DNA  techniques 
developed  by  Genetics  Institute,  Cambridge, 
Massachusetts.  Erythropoietin  is  a glycopro- 
tein hormone  that  is  naturally  secreted  by 
healthy  kidneys  and  stimulates  the  bone  mar- 
row to  produce  red  blood  cells.  In  end-stage 
renal  disease,  damaged  to  the  kidneys  often 
inhibits  their  ability  to  produce  erythropoietin. 
This  contributes  to  the  development  of  anemia 
that  can  necessitate  blood  transfusions. 

Marogen  is  manufactured  by  Chugai 
Pharmaceuticals  Co.,  Ltd.,  Tokyo,  licensed 
from  Genetics  Institute.  G.H.  Besselaar  As- 
sociates, Princeton,  New  Jersey,  conducted  the 
U.S.  clinical  trials  and  compiled  the  filing  un- 
der the  auspices  of  Chugai  and  Chugai-Up- 
john.  The  Upjohn  Company  will  be  the  dis- 
tributor for  Marogen  in  the  United  States. 

CARDIAC  REHABILITATION—  The  American 
College  of  Physicians  (AGP)  recently  recommended 
medically  supervised  physical  exercise  for  certain 
patients  recovering  from  heart  attacks  or  heart  sur- 
gery. The  recommendation,  developed  by  ACP's 
Clinical  Efficacy  Assessment  Project  (CEAP),  iden- 
tifies patients  at  low,  intermediate  and  high  risk  for 
(Continued  next  page) 
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future  cardiac  problems  and  suggests  appropriate 
levels  of  rehabilitation  for  each  category.  Electro- 
cardiographic (ECG)  mo7iitoring  and  mtensive  su- 
pervision during  exercise  are  recommended  for  high- 
risk  patients.  However,  formal  rehabilitation  pro- 
grams were  found  to  be  unnecessary  for  most  pa- 
tients who  suffered  uncomplicated  heart  attacks,  ac- 
cording to  ACP.  Cardiac  rehabilitation  should  be 
tailored  to  each  patient's  needs,  with  the  use  of 
teaching,  counseling  and  exercise  programs  deter- 
mined on  an  individual  basis  by  physicians,  ACP 
stated.  The  recommendation  was  published  October 
15,  1988  in  Annals  of  Internal  Medicine. 

PREVENTION  AND  TREATMENT  OF  KID- 
NEY STONES  — Earlier  this  year,  the  Na- 
tional Institutes  of  Diabetes  and  Digestive  and 
Kidney  Diseases  and  the  Office  of  Medical  Ap- 
plications of  Research  of  the  National  Insti- 
tutes of  Health  (NIH)  held  a Consensus  De- 
velopment Conference  on  Prevention  and 
Treatment  of  Kidney  Stones.  After  hearing 
presentation  on  the  subject  by  scientific  ex- 
perts, a consensus  panel  issued  a report  con- 
taining conclusions  and  recommendations 
concerning  the  prevention  and  treatment  of 
kidney  stones.  Free,  single  copies  of  the  con- 
sensus statement  on  the  prevention  and  treat- 
ment of  kidney  stones  may  be  obtained  from 
Michael  J.  Bernstein,  Office  of  Medical  Appli- 
cations of  Research,  National  Institutes  of 
Health,  Building  1,  Room  216,  Bethesda, 
Maryland  20892. 

ACP  RECOMMENDS  ULTRASOUND  FOR 
GALLBLADDER  EVALUATION—  Ultrasound 
is  the  preferred  initial  test  to  detect  gallbladder  dis- 
ease, according  to  "How  to  Study  the  Gallbladder," 
an  American  College  of  Physicians  (ACP)  recom- 
mendation published  November  1 in  Annals  of  In- 
ternal Medicine.  Developed  by  ACP's  Clmical 
Efficacy  Assessment  Project  (CEAP),  the  rec- 
ommendation states  that  in  most  cases  physicians 
should  first  use  ultrasound  — sound  waves  that 
form  2-dimensional  images  of  internal  body  organs 
— to  test  for  both  acute  and  chronic  gallbladder 
inflammation.  ACP  recommends  ultrasound  be- 
cause the  diagnostic  technique  is  highly  accurate  in 
detecting  gallbladder  disease.  Ultrasound  can  be 
performed  more  rapidly  and  at  lower  cost  to  the 
patient  than  other  imaging  tests  and  is  safer  since 
it  does  not  expose  the  patient  to  radiation,  according 
to  ACP. 


HEALTH  BENEFITS  OF  ORAL  CONTRA- 
CEPTIVES — Ortho  Pharmaceutical  Corpo- 
ration announced  revised  oral  contraceptive 
product  labeling  that  includes  the  non-contra- 
ceptive health  benefits  of  the  Pill.  The  com- 
pany also  announced  Ortho's  1988  Annual 
Birth  Control  Study  has  found  the  Pill  to  be 
the  most  popular  method  of  birth  control  in 
the  U.S.,  surpassing  sterilization  for  the  first 
time  in  10  years.  The  labeling  revisions,  which 
will  be  included  in  Ortho  Novum  7/7/7  pack- 
aging for  patients  and  physicians,  were  re- 
quested by  the  FDA  and  reflect  the  growing 
body  of  scientific  evidence  that  the  Pill's  ben- 
efits to  women  extend  beyond  birth  control. 
For  the  first  time,  oral  contraceptive  labeling 
will  state  the  Pill  is  related  to  decreased  inci- 
dences of  cancers  of  both  the  ovary  (ovarian 
cancer)  and  lining  of  the  uterus  (endometrial 
cancer),  functional  ovarian  cysts,  ectopic  preg- 
nancies, acute  pelvic  inflammatory  disease, 
menstrual  pain,  menstrual  blood  loss  and  iron 
deficiency  anemia.  The  Pill's  menstrual  cycle 
regulating  benefits  will  also  be  noted. 


Recent  Books 


Riordan,  Hugh  Desaix,  1988,  Medical  Maver- 
icks, volume  1,  Biocommunications  Press, 
Wichita,  Kansas,  paperback  $7.95.  This  is  the 
first  volume  of  a planned  trilogy.  These  are 
short  vignettes  of  various  pioneers  in  the  field 
of  medicine.  Anecdotes  of  personal  experi- 
ences of  some  of  the  subjects  are  amusing, 
while  other  tales  give  insight  to  the  trials  oth- 
ers had  in  their  chosen  endeavors.  Written  for 
casual  reading,  this  volume  is  not  extensive  in 
coverage  of  historical  data  (18  "mavericks"  are 
discussed  in  88  pages),  but  an  extensive  bib- 
liography and  footnotes  are  provided. 

Orbach,  Israel,  1988,  Children  Who  Don't  Want 
to  Live,  Jossey-Bass,  Inc.,  San  Francisco,  Cali- 
fornia. The  author,  a clinical  psychologist  at 
the  Albert  Einstein  School  of  Medicine,  Ye- 
shiva  University,  draws  upon  his  clinical  ex- 
periences as  a basis  for  this  important  work. 
To  those  experiences  he  formulates  his  theo- 
ries toward  a better  understanding  of  child- 
hood suicide  and  self-destructive  behavior.  His 
discussions  of  what  children  know  and  feel 
about  death  are  most  interesting. 
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COMMimWO 

EfflilENCE 


Presenting 

the  winners  of  the  1989 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHINGTHATWILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


Working  today  for  a healthier  tomorrow 


About  Iowa  Physicians 


Dr.  Dwight  G.  Sattler,  Kalona  family  practi- 
tioner and  long-time  team  physician  for  the 
Mid-Prairie  football  and  basketball  teams,  re- 
cently received  the  team  doctor  award  from 
the  Iowa  High  School  Athletic  Association.  Dr. 
Kevin  Crowley  and  Dr.  Gary  DeVoss  of  Cog- 
ley  Medical  Associates  in  Council  Bluffs  have 
been  certified  as  diplomates  in  geriatric  med- 
icine. Dr.  Tareq  Khatib  has  closed  his  medical 
practice  in  Dyersville  after  12  years  of  service 
to  the  Dyersville  area  and  St.  Mary's  Hospital. 
Dr.  Gene  N.  Herbek,  Sioux  City,  has  been 
elected  president  of  the  Woodbury  County 
Medical  Society.  Other  officers  are  Dr.  Thomas 
E.  Hepperlen,  president-elect;  Dr.  James  M. 
Duggan,  secretary;  Dr.  Gary  R.  Carlton,  treas- 
urer; and  Drs.  Michael  J.  Jung,  John  N.  Red- 
wine,  Kathryn  D.  Opheim,  James  W.  Roat, 
Daryl  C.  Rife  and  Richard  D.  Hildebrand, 
trustees.  OB-GYN  Specialists,  P.C.  has  opened 
in  Waterloo  with  the  merger  of  the  former 
practices  of  Waterloo  Drs.  Lawrence  Betts, 
Douglas  Stanford,  Stephen  Bloom,  Robert 
Hedican  and  Marilyn  Hines.  Dr.  Charles  D. 
Jons,  Ames,  has  been  elected  to  the  board  of 
directors  of  the  American  Medical  Peer  Review 
Organization. 


Dr.  Joseph  H.  Spearing,  Harlan,  has  retired 
from  general  practice  after  41  years.  Dr.  Spear- 
ing received  the  M.D.  degree  from  the  Uni- 
versity of  Kansas  School  of  Medicine,  Law- 
rence-Kansas  City,  Kansas  and  completed  a 
residency  at  Jennie  Edmundson  Memorial 
Hospital,  Council  Bluffs.  Dr.  Byron  L.  Gaul, 
a dermatologist  and  dermatologic  surgeon,  has 
opened  an  office  in  Spencer.  Dr.  Gaul  received 
the  M.D.  degree  from  the  U.  of  I.  College  of 
Medicine.  Prior  to  locating  in  Spencer,  Dr.  Gaul 
was  in  private  practice  in  Bismarck,  North  Da- 
kota. The  Iowa  affiliate  of  the  American  Heart 
Association  has  awarded  grants  for  research 
to  2 University  of  Iowa  doctors:  Dr.  Joel  Gor- 
don and  Dr.  Byron  Vandenberg,  both  assist- 
ant professors  of  internal  medicine.  Five  Keo- 
kuk Area  Hospital  staff  physicians  have  been 


appointed  to  teaching  positions  at  the  Wash- 
ington University  School  of  Medicine  (Barnes 
Hospital)  in  St.  Louis,  Missouri.  They  are;  Dr. 
David  Siroospour  and  Dr.  Ronald  Kinateder, 
Department  of  Surgery;  Dr.  Milton  Austin, 
Dr.  Thomas  Hakes  and  Dr.  Wilson  Davis,  De- 
partment of  Internal  Medicine.  Dr.  David  G. 
Wolff  has  joined  the  staff  at  the  Family  Prac- 
tice Center  of  Sioux  City.  Dr.  Wolff  received 
the  M.D.  degree  from  the  University  of  Cali- 
fornia College  of  Medicine,  Irvine,  California 
and  completed  his  residency  at  Scenic  General 
Hospital  in  Modesto,  California.  Prior  to  join- 
ing the  Family  Practice  Center,  Dr.  Wolff  prac- 
ticed in  Aberdeen,  South  Dakota.  Scott  County 
Medical  Society  officers  for  1989  are:  Dr.  Rob- 
ert Godwin,  president;  Dr.  Rebecca  Wiese, 
president-elect;  Dr.  Susan  Perry,  secretary  and 
Dr.  Carol  Walton,  treasurer. 


Deaths 


Dr.  Ralph  W.  Beardsley,  91,  Whitehall,  Wis- 
consin, died  February  6.  Dr.  Beardsley  re- 
ceived the  M.D.  degree  from  Rush  Medical 
College  in  Chicago,  Illinois  and  was  in  private 
general  practice  in  Des  Moines. 

Dr.  William  I.  Evans,  78,  Mesa,  Arizona,  died 
January  9 at  Valley  Lutheran  Hospital  in  Mesa, 
Arizona.  Dr.  Evans  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and  in- 
terned at  U.  of  I.  Hospitals  and  Clinics.  He 
was  a radiologist  in  Grinnell  and  a life  member 
of  the  Iowa  Medical  Society. 

Dr.  Lewis  L.  Zager,  75,  Waterloo,  died  Janu- 
ary 3 in  Harlingen,  Texas.  Dr.  Zager  received 
the  M.D.  degree  from  the  U.  of  I.  College  of 
Medicine  and  served  his  general  surgery  res- 
idency at  U.  of  I.  Hospitals  and  Clinics.  He 
was  in  practice  in  Waterloo  for  27  years,  retir- 
ing in  1978.  Dr.  Zager  was  a member  of  the 
American  College  of  Surgeons. 
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he/ps  make 

better  medicine 

better  business 


□ Fast,  accurate  results  while  patients  are  still  in  your 
office— saving  time  and  money  for  your  patients 
and  generating  income  for  your  practice. 


HAWKEYE  MEDICAL 
SUPPLY,  INC. 
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Reduce  Your 
Taxes 

and  Strengthen 
Your  Security  with 

The 

Prime  Financial 
Benefit  Trust 


Greater  Security 
Reduced  Taxes 
Effective  Financial 
Planning 

□ Tax  deductible  contributions 

□ Flexible  funding  to  suit  your  cash  flow 
needs 

□ Assets  secured  from  creditors  in  most 
cases.  Product  backed  by  A+  Superior 
rated  insurance  company 

□ Taxes  deferred  on  assets  held  by  the 
Insurance  company 


□ Compatible  with  existing  retirement 
plans,  IRAs  and  Keogh  Plans 

□ Low  set-up  and  maintenance  costs 

□ You  may  terminate  the  plan  at  any  time 

□ No  tax  penalty  for  early  withdrawal 


For  information,  call 
David  Black 
Benefit  Consultant 
The  Prouty  Company 
800/798-1012  or  515/226-9000 
or 

IMS  SERVICES 

800/642-6054  or  515/223-2816 


Health  Care 
Coverage 
That  Wasn’t  Bom 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations. ..ALLIANCE  Select,  our  pre- 
ferred provider  program. ..and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of... and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines  Sioux  City 


I 


1 


MERCY 

DELIVERS 


...swift patient  transport 
via  Mercy  Air  Life 

This  airborne  critical  care  center  offers 
swift  patient  transport  and  assistance  to 
hospitals  and  physicians  in  stabilization 
and  early  treatment  of  patients.  Air  Life, 
which  can  be  virtually  anywhere  in  Iowa 
within  one  hour,  is  a vital  transportation 
link  between  Mercy's  newly  expanded 
Emergency  Room  and  the  rest  of  the  state. 
Call  515-247-8777. 

...infortnation  and  consultation, 
physician  to  physician 

Mercy's  Physician  Consulting  Service 
provides  an  effective,  efficient  way  to 
get  the  most  up-to-date  information  or 
consultation  you  desire  — from  physicians 
in  a broad  range  of  speciality  areas.  Call 
1 -800-66-MERCY,  Ext.  8655,  night  or  day. 


...infonnation  on  your  patients 
The  Physician  Liaison  office  provides 
up-to-the-minute  information  about  your 
patients  admitted  to  Mercy  Hospital  Medical 
Center.  It  also  can  connect  you  with  other 
Mercy  services  like  Continuing  Medical 
Education. 

Call  the  Physician's  Line  — 
1-800-66-MERCY,  Ext.  8655 
for  infortnation  about  these 
and  other  Mercy  services 
Heart  Center  • Pediatric  Heart  Center  • 
Cancer  Center  • Kidney  Center  • 
Neurological  and  Orthopedic  Services  • 
Alcohol  and  Drug  Recovery  • Special 
Care  Nursery  • Eating  Disorders  • Pain 
Center  • Radiology 


ifzMERCY 


HOSPITAL 

MEDICAL 

CENTER 


Sixth  & University  • Des  Moines,  Iowa  50314 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties;  allergy,  dermatology,  invasive  cardiology,  oncology, 
urology,  ophthalmology,  occupational/emergency  medicine,  thoracic 
surgery  and  general  internal  medicine.  The  Mankato  Clinic  is  a 40- 
doctor  multi-specialty  group  practice  in  south  central  Minnesota  with 
a trade  area  population  of  150,000.  Guaranteed  salary  first  year,  incen- 
tive thereafter  with  full  range  of  benefits  and  liberal  time  off.  For  more 
information,  call  Roger  Greenwald,  Administrator  or  Dr.  B.C.  Mc- 
Gregor at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota 
56001. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


TIRED  OF  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


FAMILY  PRACTICE  — Immediate  opening  for  BE/BC  family  practi- 
tioner to  join  6-physician  FP  department  in  a long-established  progres- 
sive multispecialty  group  practice  in  southwestern  Iowa.  Support  of  10 
associated  or  affiliated  surgical  and  medical  specialties,  yet  free  to  prac- 
tice full  range  of  family  medicine.  Enjoy  an  outstanding  medium-sized 
community  qualify  of  life  within  minutes  of  Omaha.  Guaranteed  first 
year  salary,  plus  incentive  with  full  range  of  benefits.  Please  send 
curriculum  vitae  to  Richard  Lehigh,  Administrator,  Cogley  Medical 
Associates,  P.C.,  715  Harmony,  Council  Bluffs,  Iowa  51503  or  call  collect 
at  712/328-1801. 


ORTHOPEDIC  SURGEON  — Part-time  position  in  county  hospital  with 
Family  Practice  Residency  Program,  University  of  Iowa  affiliation. 
Competitive  salary  and  benefits.  Send  CV  to  BMC,  18th  and  Hickman 
Road,  Des  Moines,  Iowa  50314  or  call  515/282-2275. 


PEDIATRICIAN  — Excellent  opportunity  for  qualified  pediatrician. 
Subspecialty  interest  in  neonatology  and  allergy  preferred.  Outstanding 
community,  expanding  economy.  Excellent  educational  system,  low  crime 
rate  and  superior  quality  of  life.  Guaranteed  570,000  first  year  salary. 
Relocation  expense,  professional  liability  insurance  and  office  in- 
cluded. Cooperative  recruitment  effort  supported  by  medical  staff  and 
hospital.  Call  515/754-5144  or  write  Administrator,  Marshalltown  Med- 
ical and  Surgical  Center,  3 South  4th  Avenue,  Marshalltown,  Iowa 
50158. 


PHYSICIANS  — Provider  Placement  Services  specializes  in  the  relo- 
cation of  physicians  throughout  the  U.S.,  with  special  emphasis  in  the 
southeast.  Currently,  we  have  several  hospitals/clinics/groups  with 
openings.  All  fees  paid  by  employer.  All  inquiries  kept  in  strict  con- 
fidence. No  obligation.  Send  CV/resume  to  PPS,  Attn:  Mr.  Scott,  2221 
University,  Blvd.,  West,  Jacksonville,  Florida  32217  or  call  toll  free  1/ 
800-848-8772. 


EMERGENCY  MEDICINE,  DUBUQUE  — Opening  available  for  qual- 
ified individual  to  join  incorporated  group  of  3 BE/BC  emergency  phy- 
sicians. Unique  and  enjoyable  practice,  excellent  compensation,  com- 
plete career  opportunities  and  highly  livable  community.  Write  NET, 
PC;  do  Mercy  Health  Center,  Emergency  Department,  Dubuque,  Iowa 
52001  or  call  Mark  Singsank,  M.D.,  319/589-9666. 


FAMILY  PRACTICE  PHYSICIAN  — Opportunity  for  a family  practice 
physician  to  take  over  a full  time  busy  general  practice  in  Spencer, 
Iowa.  The  population  is  11,000  with  nearly  all  specialties  covered  lo- 
cally. Retiring  physician  will  stay  during  transition  period  if  desired. 
Send  inquiries  to  E.  O.  Schlichtemeier,  M.D.,  1304  North  Grand,  Spen- 
cer, Iowa  51301. 


WOMEN'S  HEALTH  — Family  practice/internal  medicine  women's 
health.  Multispecialty  clinic.  Full  or  part  time  in  newly  established 
Women's  Health  Center.  Primary  care  of  women  with  time  and  support 
you  need.  Nurse  practitioner,  counselor,  dietitian,  wellness  and  edu- 
cation staff.  Beautiful,  new,  fully  equipped  clinic.  Guaranteed  annual 
salary,  generous  benefits,  time  away,  partnership  after  first  year.  Pro- 
gressive community  of  32,000.  Draw  of  150,000.  Send  CV  to  Mark  John- 
son, M.D.,  810  N.  Eisenhower,  Mason  City,  Iowa  50401  or  call  515/421- 
5686. 


BE/BC  INTERNIST  — Needed  to  join  busy  13-doctor  multispecialty 
group  in  clean  North  Dakota  Lake  Country.  Salary  and  fringe  benefits 
very  liberal.  Send  CV  or  inquiries  to  Lake  Region  Clinic,  PC,  P.O.  Box 
1100,  Devils  Lake,  North  Dakota  58301.  Attention:  Joel  Rotvold  or  call 
collect  at  701/662-2157  for  further  information. 


INTERNIST  BC/BE  — Position  available  in  a community-based  uni- 
versity affiliated  internal  medicine  residency  program.  Must  have  de- 
sire to  practice  and  teach  quality  internal  medicine.  Would  join  5 Board 
Certified  general  internists  who  actively  participate  in  the  ambulatory 
care  program  and  on  the  medical  wards.  Excellent  subspecialty  support. 
Special  interest  in  GI,  ID  or  geriatrics  desirable,  but  not  required.  Im- 
mediate opening,  but  will  consider  applicants  available  July  1989.  Uni- 
versity of  Iowa  clinical  faculty  appointment  available  to  qualified  ap- 
plicants. The  Des  Moines  Veterans  Administration  Medical  Center  is 
a 250-bed  acute  medical  surgical  hospital  with  a large  multispecialty 
outpatient  program  and  residencies  in  medicine  and  surgery.  Regular 
hours  and  liberal  fringe  benefits.  For  information  contact  Dr.  Vincent 
Fiorica,  Acting  Chief,  Medical  Service,  515/271-5825.  Apply  to  Personnel 
Service,  VAMC,  30th  & Euclid,  Des  Moines,  Iowa.  EOE. 
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IOWA  CITY  AND  CEDAR  RAPIDS  — Positions  are  available  for  full 
or  part-time  physicians  in  our  outpatient  family  practice  offices.  No 
weekends.  No  call.  Income  guaranteed.  Excellent  opportunities  avail- 
able in  these  ideal  locations!  Contact  Jill  Buschmann,  Medicenter  West, 
2215  Westdale  Drive,  SW,  Cedar  Rapids,  Iowa  52404.  Phone  319/396- 
2000. 


BE/BC  FAMILY  PRACTITIONER  — Needed  to  join  busy  13-doctor 
multispecialty  group  in  clean  North  Dakota  Lake  Country.  Salary  and 
fringe  benefits  very  liberal.  Send  CV  or  inquiries  to  Lake  Region  Clinic, 
PC,  P.O.  Box  1100,  Devils  Lake,  North  Dakota  58301.  Attention:  Joel 
Rotvold  or  call  collect  at  701/662-2157  for  further  information. 


EMERGENCY  MEDICINE  PHYSICIAN  — Full-time  position  for  emer- 
gency medicine  physician  at  Mercy  Hospital  Medical  Center  in  Des 
Moines,  Iowa.  Must  be  Board  Eligible  or  Board  Certified  in  emergency 
medicine  or  family  practice.  Competitive  benefits  and  compensation. 
Please  send  CV  to  Kenneth  P.  Schultheis,  D.O.,  Emergency  Physicians 
Services,  6th  and  University,  Des  Moines,  Iowa  50314. 


FAMILY  PRACTICE  — BE/BC  — To  join  established  practice  of  obste- 
trician and  family  practitioner  in  progressive  community  in  northwest 
Missouri  with  state  university.  Excellent  JCAHO  hospital  facilities.  Good 
physician  complement  available  with  subspecialty  representation.  Con- 
tact Martin  Goedken,  VP,  St.  Francis  Hospital,  2016  South  Main,  Mary- 
ville, Missouri  64468;  816/562-2600. 


LATEX  GLOVES  LATEX  GLOVES  LATEX  GLOVES  — FDA  ap- 
proved. One  case,  20  box/case,  100/box  $200.  Two  cases  $190  each.  Ten 
or  more,  call  for  prices.  Satisfaction  Guaranteed.  Medson  International 
Company,  800/366-1789. 


INTERNIST-BE/BC  — For  progressive  community  in  northwest  Mis- 
souri with  state  university.  Solo  or  join  established  internist.  Excellent 
JCAHO  hospital  facilities  including  CT  scanning,  ultrasound,  nuclear 
medicine,  doppler  studies,  endoscopies,  cardiac  stress  testing,  holier 
monitor.  Good  physician  complement  available  with  subspecialty  rep- 
resentation. Contact  Martin  Goedken,  VP,  St.  Francis  Hospital,  2016 
South  Main,  Maryville,  Missouri  64468;  816/562-2600. 


ORTHOPEDIC  SURGEON-BE/BC  — Progressive  JCAHO  hospital  and 
medical  staff  located  in  university  community  of  northwest  Missouri 
is  seeking  orthopedic  surgeon  to  serve  people  in  area  with  high  sports 
interest,  high  percent  of  elderly  and  documented  desire  and  need  for 
specialty  services.  Community  provides  hometown  livability  with  big 
city  accessibility.  Located  approximately  2 hours  from  Kansas  City, 
Omaha  and  Des  Moines.  Contact  Martin  Goedken,  VP,  St.  Francis 
Hospital,  2016  South  Main,  Maryville,  Missouri  64468,  or  call  collect 
816/562-2600,  ext.  5001. 


OSAGE  MEDICAL  GROUP,  BE/BC  — Family  practitioner  or  internist 
to  join  established  group  of  4 family  practitioners  and  2 surgeons.  Of- 
fices located  adjacent  to  hospital.  Excellent  facilities  including  x-ray 
and  laboratory.  Competitive  first  year  salary.  Attractive  benefit  package 
includes  paid  malpractice,  health  and  disability  insurance,  vacation  and 
retirement  plan.  Contact  Kelly  Ross,  M.D.,  Osage  Medical  Group,  915 
Pine,  Osage,  Iowa  50461,  515/732-3753. 


MEDICAL  DIRECTOR/CHIEF  — The  Iowa  Department  of  Public  Health 
seeks  a physician  (Public  Health  Service  Chief  II)  to  be  chief  of  the 
Bureau  of  Genetics,  Birth  Defects  and  Disability  Prevention  Programs 
with  responsibility  for  administration  of  the  programs  and  supervision 
of  a staff  of  6 genetic  counselors.  The  candidate  should  be  Board  Cer- 
tified/Board Eligible  in  pediatrics  with  experience  in  genetics.  A masters 
in  public  health  is  desirable.  The  candidate  will  provide  medical  di- 
rection to  other  programs  in  the  division  in  association  with  the  medical 
director  of  the  division.  Salary  range;  $59,878  to  $75,712  plus  fringe 
benefits.  Interested  candidates  should  send  a letter  of  application,  vitae 
and  3 references  to  Personnel  Department,  Iowa  Department  of  Public 
Health,  Lucas  State  Office  Building,  Des  Moines,  Iowa  50319-0075  by 
April  30, 1989.  The  Iowa  Department  of  Public  Health  is  an  Affirmative 
Action/Equal  Opportunity  Employer. 


ANESTHESIOLOGIST  NEEDED  — Anesthesiologist  seeks  a BC/BE 
anesthesiologist  to  join  his  practice  in  Iowa.  Salary  $140,000  leading  to 
partnership.  Send  CV  to  IOWA  MEDICINE,  No.  1585,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265. 


FOR  SALE  — 3750  foot  medical  building  for  sale  or  rent.  Half  rented, 
other  half  ideal  for  internal  medicine,  family  practice  or  general  surgery, 
one  or  more.  Twenty-two  rooms.  Prosperous  town.  Headquarters  May- 
tag Corporation.  Furnished  and  equipped.  Contact  Frank  E.  Forsythe, 
M.D.,  515/792-3544. 


SURGEON  OPPORTUNITY — Immediate  opening  for  general  surgeon 
in  rural  Nebraska.  Board  Certified  or  Board  Eligible.  Must  be  licensed 
in  Nebraska.  Excellent  benefits.  Contact  Wallace  & Panzer,  M.D.,  P.C., 
807  North  Ash,  Gordon,  Nebraska  69343. 


INTERNIST  — PELLA,  IOWA  — Pella  Medical  Center  is  seeking  a 
residency  trained  BC/BE  physician  to  join  its  group  of  5 family  phy- 
sicians, one  internist  and  one  surgeon.  Practice  covers  a broad  base  of 
primary  care  with  most  surgical  and  medical  sub-specialties  available 
for  referral  and  consultation.  Pella  is  40  miles  SE  of  Des  Moines  and 
has  an  excellent  47-bed  hospital  and  long  term  care  facilities.  Guarantee 
first  year  salary,  plus  option  for  production  based  formula  and  full 
benefits,  complete  an  outstanding  compensation  package.  The  ideal 
candidate  will  have  very  good  communication  and  medical  skills,  a 
sense  of  community  and  civic  responsibility  and  share  interests  and 
values  common  with  this  charming  Dutch  community.  Contact  Mary 
Jo  Cordes,  MDsearch,  PO  Box  16458,  St.  Paul,  Minnesota  55116,  612/ 
454-7291  for  additional  information  and  confidential  consideration. 


IOWA  — PEDIATRICIAN  — To  join  busy  pediatric  department  in 
young  progressive  multispecialty  group.  Enjoy  outstanding,  progres- 
sive medium-sized  community  quality  of  life  within  minutes  of  down- 
town Omaha.  Competitive  guaranteed  salary  and  fringe  benefits,  plus 
incentives  with  full  corporate  membership  after  one  year.  Contact  Rich- 
ard Lehigh,  Administrator,  Cogley  Medical  Associates,  P.C.,  Council 
Bluffs,  Iowa  51501.  712/328-1801. 


FAMILY  PRACTICE,  HOSPTIAL  SPONSORED  CLINIC  OPPORTU- 
NITY — Dynamic,  growth-oriented  hospital  in  beautiful  North  Central 
Wisconsin  is  seeking  2 family  physicians  for  a new  clinic  facility  cur- 
rently being  constructed.  The  administrative  burdens  of  medical  prac- 
tice will  be  minimized  in  this  hospital-managed  clinic.  The  hospital 
has  committed  to  an  income  and  benefit  package  which  is  significantly 
higher  than  similar  opportunities.  Package  includes  base  income,  in- 
centive bonus,  malpractice,  disability,  signing  bonus  and  student  loan 
reduction/forgiveness  program.  All  relocation  costs  will  be  borne  by 
the  hospital.  Please  contact  Dan  McCormick,  President,  Allen  Mc- 
Cormick, France  Place,  Suite  920,  3601  Minnesota  Drive,  Bloomington, 
Minnesota  55435,  612/835-5123 


HAMILTON  EXAMINATION  TABLE  — Like  new,  late  model,  $300. 
Ben  Small,  515/243-1021. 


ANOTHER  IMS 
MEMBER  SERVICE 

Physicians  who  are  members  of 
the  Iowa  Medical  Society  may  ad- 
vertise in  the  classified  section  for 
3 months  without  charge. 
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ALLERGY 


ELECTRODIAGNOSIS 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 

PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 

ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 

JOHN  A.  CAFFREY,  M.D.,  P.C. 

1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  |.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

).  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  |R.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 
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In  the  Public  Interest 


M.D.  Means  "Many  Debts" 
To  Today's  Graduates 


Editor's  Note:  Guest  columnist  for  this  month's  In 
the  Public  Interest  is  Kay  Colangelo,  Ph.D.,  Pro- 
gram Associate  in  Student  Affairs,  University  of 
' k)wa  College  of  Medicine. 

Medical  students  used  to  be  able  to  get 
away  with  simply  being  students.  They 
could  postpone  haircuts  and  avoid  current 
events,  sleeping  and  managing  their  financial 
aid.  Today,  if  medical  students  are  too  preoc- 
cupied to  think  ahead  about  educational  debt, 
they  could  discover  too  late  a blight  on  their 
financial  future. 

In  1978,  when  I first  began  working  with 
medical  students,  the  federal  government  was 
still  funding  the  low-,  deferred-interest  Health 
Professions  Student  Loan  (HPSL).  The  Uni- 
versity of  Iowa  received  well  over  $3  million 
between  1964  and  1982. 

The  federal  government  is  no  longer  will- 
ing to  subsidize  medical  education.  No  new 
monies  have  been  allotted  to  HPSL.  Instead, 
new  loan  programs  with  terms  closer  to  mar- 
ket-rate commercial  loans  have  been  intro- 
duced. The  total  cost  of  an  Iowan  obtaining  a 
4-year  undergraduate  medical  education,  in- 
cluding tuition  and  living  expenses,  has  risen 
from  $19,000  to  $47,000  since  1978.  More  stu- 
dents are  more  deeply  in  debt.  This  trend 
shows  no  sign  of  change. 

It  is  not  helpful  to  lament,  for  all  social 
programs  have  suffered  cuts.  Also,  the  public 
believes  future  doctors  can  borrow  because 
they  will  earn  way  above  the  national  average 
income. 

Two  years  ago,  in  response  to  the  increase 
in  debt  of  our  graduates,  the  College  of  Med- 
icine established  a comprehensive  debt  man- 


agement program.  The  objectives  are  to  pre- 
pare students  for  loan  repayment  and  to 
develop  in  them  an  appreciation  for  financial 
responsibility  and  fiscal  management. 

To  accomplish  these  objectives,  a variety 
of  strategies  are  used:  class  presentations, 
small-group  workshops  and  panel  discussions 
utilizing  financial  professionals  like  bankers 
and  accountants. 

The  backbone  of  the  program  is  the  in- 
dividual interview.  A debt  management  soft- 
ware package  provides  a close  estimate  of  loan 
repayment  obligation  in  relation  to  length  of 
residency,  residency  stipend  amount  and  pro- 
jected future  income.  Both  yearly  and  monthly 
repayment  schedules  are  completed.  This  al- 
lows graduates  to  anticipate  years  when  the 
largest  portion  of  income  will  be  needed  to 
discharge  debt. 

Rising  costs  and  decreasing  federal  sup- 
port are  only  partial  causes  of  the  increase  in 
students'  debt.  Students'  unnecessary  bor- 
rowing and  their  avoidance  of  anticipating  fu- 
ture debt  repayment  exacerbates  their  future 
burden. 

Two  actions  have  been  taken  that  are  in 
students'  favor.  The  federal  government  has 
responded  to  increased  debt  level  by  lowering 
the  interest  rate  on  the  HPSL.  Also,  the  Iowa 
Medical  Foundation  has  lowered  the  rate  on 
Scanlon  loans. 

But  when  a freshman  medical  student  de- 
cides not  to  accept  a loan,  and  to  cut  expenses 
instead,  we  know  progress  is  being  made. 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 


Contraindications;  VASOTEC®  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema.  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palientstreated  withACE  inhibitors,  including  VASOTEC.  Insuch  cases.  VASOTECshouldbeprompIlydisconllnued  and  the 
patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  tothetaceand  lips, 
the  condition  has  generally  resolved  without  treatment,  atthough  antihistamines  have  been  usetut  in  relieving  symptoms 
Angioedema  associated  with  laryngeat  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous  epinephrine  solution 
1 :1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  for  continuing  symptomatic  hypotension  usuatly  is  not  necessary  when  dosing  instructions 
are  fotlowed:  caution  shoutd  be  observed  when  initiating  therapy.  (See  DOSAGE  AND  ADMtNISTRATION.)  Patients  at 
risk  lor  excessive  hypotension,  somefimes  associated  with  otiguria  and/or  progressive  azotemia  and  rarely  with  acute 
renat  laiture  and/or  death,  include  those  with  the  totlowing  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  Intensive  diuresis  or  increase  in  diuretic  dose,  renat  dialysis,  or  severe  volume  and/or 
salt  deptetion  of  any  etiology  It  may  be  advisable  to  etiminate  the  diuretic  (except  in  heart  failure  palienfs),  reduce  the 
diurefic  dose,  or  increase  salt  intake  cautiously  before  initialing  Iherapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTtONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  shoutd  be  foltowed  closety  lor  the  lirsi  fwo  weeks  of  IreatmenI  and  whenever  Ihe  dose  ol  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  In  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  In  supine  position  and,  if  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeutropenlalAgianulocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  wilb  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  In  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Precautions:  General:  Impaired  Henal  Function  As  a consequence  ol  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  Ihe  activity  of  the  renin-angiolensin-aldoslerone  system,  trealmeni  with  ACE 
inhibitors,  including  VASOTEf).  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
lallure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  Increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  Iherapy  In  such  patients,  renal  function  should  be  monitored  during  Ihe  first 
lew  weeks  ol  Iherapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  laiiure  shouid  aiways  inciude  assessment  of  renal 
(unction.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  Iherapy,  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0.28%  ol  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3,8%  ol  patients,  but  was  not  a cause  for  discontinuation 

Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomilani  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Inleiaclions.) 

SurgerylAnesIhesia:  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  If  hypotension  occurs  and  is 
conside'ed  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients: 

Angioedema.  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  Ihe  first  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  Ihe  prescribing  physician 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  tew  days  of  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  Ihe  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  In  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  consult  with  the  physician. 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  ol  Infection  (e  g.,  sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE,  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  Is 
intended  to  aid  In  the  safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions. 

Hypotension.  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  In  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  Ihe  diuretic  or 
increasing  Ihe  salt  intake  prior  to  initiation  ol  treatment  with  enalapril.  If  if  is  necessary  to  continue  Ihe  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hoursand  until  blood  pressure  has  stabilized  for  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  antihyperlensive  effect  ol  VASOTEC  is  augmented  by  aniihyperlensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents.  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g,,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing of  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC 

Lithium  A lew  cases  ol  lithium  toxicity  have  been  reported  In  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  of  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  shouid  be 
monitored  Irequenfly 


Pregnancy- Category  C:  There  was  no  lelotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  limes  the  maximum  human  dose)  Feloloxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline.  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/k^day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  tollowing  adiuinistralion  ol  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 
used  during  pregnancy  only  it  the  potential  benelit  justifies  the  potential  risk  to  Ihe  fetus 
Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  tollowing  administration  ol  ”C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  nol  been  established 

Adverse  Reactions;  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  patients,  including  over  lOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  patients 

Hypertension  The  most  Irequent  clinical  adverse  experiences  in  controlled  Inals  were:  headache  (5.2%),  dizziness 
(4  3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (14%),  cough  (1.3%),  orthostatic  effects  (1.2%),  and  asthenia  (11%). 

Heart  Failure  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were,  dizziness 
(79%),  hypotension  (6  7%),  orthostatic  effects  (2  2%),  syncope  (2  2%).  cough  (2  2%),  chest  pain  (2.1%),  and  diarrhea 
(21%), 

Other  adverse  experiences  occurring  In  greater  than  1%  of  patients  treated  with  VASOTEC  In  both  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (18%),  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1.6%),  orthostatic  hypo- 
tension (1.6%),  vertigo  (1.6%),  angina  pectoris  (15%),  nausea  (1 3%).  vomiting  (1 3%).  bronchitis  (1,3%),  dyspnea 
(1.3%),  urinary  tract  infection  (1 3%),  rash  (1 3%),  and  myocardial  infarction  (1 2%), 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  laiiure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibty  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNtNGS.  Hypotension),  cardiac  arrest,  putmonary  embolism  and  infarction,  rhythm  distur- 
bances. atriat  libriltation.  patpitation. 

Digestive  Iteus,  pancreatitis,  hepatitis  or  chotestatic  jaundice,  metena,  anorexia,  dyspepsia,  constipation,  gtossilis 
NervousiPsychialric.  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin:  Herpes  zoster,  pruritus,  atopecia,  ftushing.  photosensitivity. 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  bturred  vision,  taste  atteration,  tinnitus  ■ 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  of  Iherapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  Ihe  face,  exlremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  Iherapy  insliluled  immediately,  (See  WARNINGS.) 
Hypotension.  In  the  hypertensive  patients,  hypotension  occurred  in  09%  and  syncope  occurred  in  0 5%  of  patients 
following  the  initial  dose  or  during  extended  Iherapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  Iherapy 
in  0.1%  ol  hypertensive  patients  In  heart  laiiure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2.2% 

01  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  therapy  in  1.9%  ol  patients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen:  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0.2%  of  patients  with  essential  hypertension 
treated  with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  laiiure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  Iherapy.  were  observed  in  about  11%  of  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  for  discontinuation  m 1 2%  ol  patients 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  Importance  unless  another  cause  ol  anemia  coexists  In  clinical  Inals,  less  than  0.1%  ol  patients  discon- 
tinue therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests:  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  for  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  bout  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Inleiaclions.) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  Ihe  antihyperlensive  effect  may  dimmish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  If  blood  pressure  Is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitani  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS), 

Dosage  AdiusImenI  in  Hypertensive  Patients  with  Renal  Impairment.  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  ^3  mg/dL),  the  first  dose  is  2 5 mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  Is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starling  dose  is 
2.5  mg  once  or  twice  daily.  After  the  initial  dose  ol  VASOTEC,  Ihe  patient  should  be  observed  under  medical  supervision 
for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  If  possible,  Ihe  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  Ihe  likelihood 
of  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ol  VASOTEC  does  nol  preclude  subsequent  careful 
dose  titration  with  Ihe  drug,  following  effective  management  ol  Ihe  hypotension.  The  usual  therapeutic  dosing  range  lor 
Ihelreatment  ol  heart  lallure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  with  2,5  to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Ellecis.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS.) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia:  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >16  mg/dL,  Iherapy  should  be  initiated  at  2 5 mg 
daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Drug lnleraclions.)The  dose  may  be  increased  to 2.5  mg  b.i  d , then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  if  al  Ihe  lime  of  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  significant  deterioration  ol  renal  function  The  maximum  daily  dose  Is  40  mg  MERCK 
For  more  detailed  inlormalion,  consult  your  MSD  representative  or  see  Prescribing  Inlormalion.  Merck  SHARED 

Sharp  & Dohme,  Division  ol  Merck  & Co . Inc  , WesI  Point.  PA  19486  j6vsiaR(8is)  DOHME 
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Health  Care 
Coverage 
That  Wasn’t  Bom 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations. ..ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines  Sioux  City 


Daniel  M.  Youngblade,  M.D 


President's  Privilege 


Parting  Thoughts 


This  will  be  my  last  attempt  to  stimulate 
your  thoughts  before  turning  this  page 
over  to  Dr.  Don  Rodawig  for  the  upcoming 
year.  It  has  been  a distinct  privilege  and 
pleasure  to  serve  as  your  elected  president 
this  past  year.  I wish  each  of  you  might 
have  the  interest  and  desire  to  serve  in  a 
similar  capacity  for  the  satisfaction  it  brings 
and  the  sense  of  accomplishment  that  comes 
with  the  position. 

As  I look  back  at  the  year,  I can't  count 
the  major  accomplishments  the  Iowa  Medi- 
cal Society  has  provided  you  as  members 
but  I can  truthfully  assure  you  we  have  not 
lost  ground  in  our  struggle  to  survive.  If  I 
could  instill  a single  thought  in  your  minds, 

I would  wish  all  of  you  might  become  in- 
volved in  active,  organized  medical  activi- 
ties. Each  of  you  should  attempt  to  return 
some  portion  of  your  "unpaid  time"  to  this 
honored  profession  to  which  you  were 
called  to  serve.  Personal  satisfaction,  your 
practice  and  dedication  to  your  patients  and 
financial  rewards  are  all  part  of  the  return 
for  your  hours  of  labor.  However,  the  feel- 
ing which  comes  from  giving  that  "extra  bit" 
of  yourself  to  medicine  cannot  be  described. 
It  can  only  be  experienced  in  a true  feeling 
of  satisfaction  and  gratification  for  the  job 
accomplished. 

I encourage  you  all  to  attend  an  annual 
AMA  meeting,  a national  leadership  confer- 
ence or  a North  Central  Medical  Association 


meeting  to  see  organized  medicine  at  its  fin- 
est. These  meetings  will  show  you  in  a few 
hours  how  hundreds  of  dedicated  physicians 
from  across  the  country  band  together  to  try 
in  any  way  possible  to  maintain  the  practice 
of  medicine  in  a place  and  time  in  history 
that  will  hold  it  above  any  other  profession 
or  avocation.  Your  personal  involvement  will 
show  you  without  question  that  the  AMA 
and  the  IMS  have  many  dedicated  physi- 
cians who  are  in  all  ways  attempting  to  de- 
fend the  practice  of  medicine  in  the  eyes  of 
the  public,  the  legislators  and  some  bureau- 
crats who  would  try  to  destroy  the  profes- 
sion. 

Step  forward,  become  involved  at  any 
level  and  see  firsthand  the  difficulties  facing 
your  elected  officers  and  staff  at  the  county, 
state  and  AMA  levels.  Your  personal  in- 
volvement will  provide  a definite  answer  to 
the  question  "What  does  organized  medicine 
do  for  me?" 

Once  again,  it's  been  a privilege  to  serve 
you  during  this  past  year. 


Daniel  M.  Youngblade,  M.D. 

President 
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A Roundtable  Discussion 


An  Institution  in  Transition 


The  institution  called  the  hospital  con- 
tinues to  operate  in  a state  of  flux.  For 
this  month's  special  feature^  iowa  med- 
icine gathered  a panel  of  experts  to  dis- 
cuss the  changing  face  of  Iowa's  hos- 
pitals. Participants  are:  Edward  Maahs, 
administrator,  Stewart  Memorial  Hos- 
pital in  Lake  City;  Keith  McRoberts, 
trustee,  Mary  Greeley  Hospital,  Ames; 
James  Tinker,  administrator,  Mercy 
Medical  Center,  Cedar  Rapids;  John 
Baker,  M.D.,  chief  of  medical  staff,  St. 
Joseph  Mercy  Hospital,  Mason  City;  and 
Don  Dunn,  president,  Iowa  Hospital 
Association.  The  discussion  was  led  by 
Marion  Alberts,  M.D.,  scientific  editor. 


DR.  ALBERTS:  How  does  the  hospital  of  the 
1980s  compare  with  the  hospital  of  the  1960s? 

DON  DUNN:  The  hospital  of  the  past  was 
perceived  as  a community  institution  existing 
to  meet  the  need  for  acute  and  emergency  care. 
It  continues  to  perform  that  function  but  since 
the  1960s  and  the  passage  of  Medicare  and 
Medicaid,  the  majority  of  financing  underpin- 
ning the  care  rendered  in  hospitals  comes  from 
federal  or  state  government.  As  a result,  gov- 
ernment has  a growing  impact  on  what  occurs 
in  the  hospital.  Utilization  review  regulation 
which  has  reduced  the  primary  care  patient 
load  is  particularly  severe  on  rural  hospitals. 

ED  MAAHS:  In  the  60s,  most  of  the  em- 
phasis was  on  acute  inpatient  care  and  emer- 
gency care.  During  the  past  20  years,  hospitals 
have  upgraded  their  accounting  and  financial 
management  skills  and  focused  on  the  busi- 
ness of  health  care.  During  the  60s,  intensive 


care  and  coronary  care  units  were  being  de- 
veloped. Hospitals  saw  their  role  to  take  care 
of  the  people  that  came  to  the  door.  We  didn't 
reach  out  at  all. 

JIM  TINKER:  I think  these  changes  go  back 
to  the  origin  of  Medicare.  All  of  a sudden  you 
had  new  funds  pumped  into  the  system  which 
gave  rise  to  a lot  of  the  technology  that  allowed 
us  to  create  the  best  health  system  in  the  world. 
Now  you're  seeing  society  pressure  the  health 
care  system  to  limit  resources  flowing  into  the 
hospitals. 

DR.  ALBERTS:  Do  you  think  the  increase  in 
biomedical  technology  is  beneficial  to  the  big 
hospitals  and  detrimental  to  some  of  the  smaller 
hospitals? 

JIM  TINKER:  I think  it  is  but  not  by  de- 
sign. This  sophisticated  equipment  carries  a 
very  high  price  tag  and  requires  a large  cadre 
of  talented  support  people.  It  really  requires 
that  you  consolidate  the  equipment  and  staff 
in  a larger  facility. 

ED  MAAHS:  I think  the  technology  is  ad- 
vancing to  the  point  where  many  rural  hos- 
pitals are  going  to  be  able  to  offer  some  so- 
phisticated care. 

DR.  BAKER:  One  of  the  big  changes  since 
the  1960s  is  the  explosion  of  administration.  I 
don't  mean  that  in  a derogatory  way  since  I 
think  hospitals  are  better  administered  than 
they  were  20  years  ago.  We  have  many  more 
physicians  who  are  much  more  highly  spec- 
ialized. We  see  sicker  patients.  Length  of  stay 
is  much  less  and  outpatient  surgery  has 
changed  the  admission  practices  of  hospitals. 
You  see  many  things  being  done  in  doctors' 
offices  which  used  to  be  done  in  hospitals. 
There  is  going  to  be  increasing  competitive- 
ness between  hospitals  and  doctors. 


220  / Iowa  Medicine 


PANEL  PARTICIPANTS  — 
Participants  in  this  month's  panel 
discussion  on  hospitals  include 
(from  left):  James  Tinker,  ad- 
ministrator, Mercy  Medical 
Center  in  Cedar  Rapids;  Keith 
McRoberts,  trustee,  Mary  Gree- 
ley Hospital  in  Ames;  John  Baker, 
M.D.,  chief  of  medical  staff  at 
St.  Joseph  Mercy  Hospital  in  Ma- 
son City;  Edward  Maahs,  admin- 
istrator, Stewart  Memorial  Hos- 
pital in  Lake  City;  Marion  Alberts, 
M.D.,  IOWA  MEDICINE  Scientific 
editor;  and  Don  Dunn,  president 
of  the  Iowa  Hospital  Associa- 
tion. 


ED  MAAHS:  There  definitely  is  a growth 
in  group  practice.  Physicians  are  grouping  to- 
gether so  they  can  develop  facilities  and  re- 
sources to  handle  things  hospitals  were  doing 
in  the  past. 

DR.  BAKER:  That  has  its  downside.  For 
example,  we've  tried  to  keep  our  lab  central- 
ized so  we  can  support  a first  class  technolog- 
ical lab  and  radiology  services.  Now  we've  got 
a couple  of  big  groups  talking  about  getting 
their  own  labs  and  radiology.  I think  that's  bad 
because  it's  duplication  of  services. 

ED  MAAHS:  In  the  rural  area  it's  devas- 
tating. In  a rural  area  the  hosptial  is  dependent 
on  outpatient  revenue.  The  hospitals  that  will 
remain  strong  are  those  who  have  a cooper- 
ative working  relationship  with  the  physi- 
cians. 

DR.  ALBERTS:  Do  you  see  an  increase  in  the 
numbers  of  hospitals  buying  out  practices  and 
physicians  working  for  the  hospitals? 

DR.  BAKER:  I think  the  physicians  com- 
ing into  practice  nowadays  are  looking  for  sup- 
port. They  want  to  walk  into  a setup  where 
they  don't  have  to  fuss  over  the  nitty-gritty 
part  of  a practice.  If  small  rural  hospitals  are 
going  to  survive,  they'll  have  to  provide  that 
support  to  attract  the  physicians.  I think  the 
best  thing  they  could  do  is  consolidate. 

ED  MAAHS:  I think  there  are  hospitals 
learning  that  they  don't  know  as  much  about 


physician  practices  as  they  thought.  There  are 
differences  between  operating  a physician's 
office  and  running  a hospital. 

KEITH  MCROBERTS:  There's  one  dimen- 
sion we  haven't  talked  about  and  that's  the 
shift  in  the  expectation  of  what  services  and 
treatments  the  consumer  is  demanding.  I think 
this  is  going  to  have  a dramatic  impact  on  hos- 
pital operations,  especially  the  quality  man- 
agment  movement. 

ED  MAAHS:  I believe  hospitals  and  phy- 
sicians have  been  working  on  quality  issues 
for  over  20  years.  The  professionals  providing 
the  care  had  indicators  of  quality,  but  it's  dif- 
ficult to  explain  those  to  the  lay  public.  Hos- 
pitals were  dealing  with  quality  in  the  60s,  but 
now  we're  dealing  with  it  on  the  front  page 
of  the  newspaper. 

DR.  ALBERTS:  What  do  you  see  as  the  most 
pressing  problems  confronting  rural  and  urban 
hospitals? 

DON  DUNN:  The  most  pressing  problem 
for  rural  hospitals  is  survival.  There  are  some 
rural  hospitals,  like  in  Lake  City,  that  thrive 
because  of  a strong  economic  base,  a dedicated 
medical  staff  and  high  quality  management. 
The  challenge  to  the  urban  hospital  is  staying 
on  the  cutting  edge  of  health  care  delivery  de- 
spite shrinking  reimbursement. 

(Continued  next  page) 
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I notice  there  seems  to  be  an  inherent  con- 
tradiction in  this  discussion.  Several  panelists 
have  noted  that  the  competition  between  hos- 
pitals and  doctors  and  various  regulations  im- 
posed on  hospitals  are  causing  removal  of  pro- 
cedures from  the  hospital  into  an  ambulatory 
setting.  So  we  have  a competitive  relationship 
developing.  But  I also  heard  you  saying  there 
are  forces  demanding  an  even  closer  relation- 
ship between  physicians  and  hospitals.  I think 
the  overall  trend  will  bring  the  medical  prac- 
titioner and  the  institution  even  closer  and  at 


'That  we  would  be  able  to  fashion 
a health  policy  which  allows  peo- 
ple access  to  the  services  we  pro- 
vide without  having  to  compro- 
mise our  instincts,  values  and 
quality  of  the  service.' 


some  point  there  may  be  less  competition  and 
a stronger  capacity  of  the  health  system  to  de- 
liver what  the  people  expect  and  want. 

KEITH  MCROBERTS:  I think  that's  right 
on  target.  Service  to  the  community  would  be 
much  improved  if  we  began  to  look  at  that 
kind  of  collaborative  effort  as  opposed  to  fos- 
tering competition  based  on  out-of-date  think- 
ing. 

DR.  BAKER:  The  problem  for  rural  hos- 
pitals is  meeting  the  bottom  line  with  increas- 
ing costs  and  increasing  demands  from  phy- 
sicians and  patients  for  high  tech  care.  I think 
the  only  way  these  people  are  going  to  survive 
is  with  support  from  a regional  hospital. 

JIM  TINKER:  Even  if  you  increase  the  pay- 
ment differential  for  rural  hospitals  the  num- 
bers are  small  enough  you  will  have  a difficult 
time  generating  sufficient  surplus  to  buy  the 
advances  in  biomedical  research.  I think  Dr. 
Baker's  suggestion  of  support  linkage  with 
large  hospitals  is  good,  but  you're  still  not  going 
to  be  able  to  save  every  hospital. 

ED  MAAHS:  I feel  there  certainly  will  be 
some  Iowa  hospitals  that  will  go  under.  There 
are  some  counties  that  have  3 or  4 hospitals 
and  that  probably  isn't  realistic.  I think  what 
we're  seeing  are  essentially  nursing  homes  that 


have  some  beds  they  call  acute  care.  I think 
that's  probably  a trend  that  will  continue  in 
some  areas. 

JIM  TINKER:  That's  a good  point.  The  ru- 
ral population  is  aging  and  the  long-term  care 
aspect  of  the  hospital  becomes  a very  impor- 
tant contribution  to  that  community.  I think 
we  must  look  at  what  health  services  those 
communities  need,  rather  than  saying  there 
has  to  be  a hospital. 

DR.  BAKER:  Speaking  from  the  medical 
standpoint,  how  can  you  deliver  a baby  in  a 
small  rural  hospital  without  pediatric  or  sur- 
gical support?  How  could  you  care  for  a pa- 
tient with  an  acute  MI  without  a coronary  care 
unit  and  a cardiologist? 

ED  MAAHS:  I understand  how  a physi- 
cian who  practices  in  an  urban  area  with  all 
the  specialties  around  would  feel  that  way. 

DON  DUNN:  I predict  we  may  see  some 
further  attrition  in  the  number  of  hospitals  in 
Iowa.  But,  part  of  the  social  infrastructure  es- 
sential for  rural  life  is  the  availability  of  good 
quality  health  care. 

DR.  BAKER:  I think  one  thing  that  will 
help  is  transportation,  like  being  able  to  chop- 
per patients  in  and  out. 

ED  MAAHS:  I believe  those  who  predict 
rural  hospitals  are  only  going  to  be  affiliated 
with  one  larger  regional  hospital  may  be 
wrong.  I believe  we  can  pick  and  choose  who 
can  provide  what  services  we  need.  It's  got  to 
be  done  so  there's  a win-win  situation,  so  we're 
not  just  taking  patients  in  one  direction.  I sug- 
gested this  to  the  chairman  of  the  Health  Pol- 
icy Corporation  of  Iowa  when  he  was  com- 
plaining about  health  care  costs.  I told  him  to 
send  me  all  his  employees  who  need  hyster- 
ectomies or  gall  bladders,  because  I have  a 
board  certified  general  surgeon  who'll  do  them 
for  half  price  compared  to  the  city  because 
that's  what  Medicare  is  paying  me  anyhow. 

DR.  ALBERTS:  How  has  the  shortage  of  nurses 
impacted  on  the  smaller  hospitals? 

ED  MAAHS:  We  have  problems  with 
nurses,  pharmacists,  physical  therapists,  phy- 
sicians, all  of  them.  Right  now  the  salvation 
in  our  area  and  many  rural  areas  is  the  com- 
munity colleges  developing  associate  degree 
nurses  who  are  trained  to  take  care  of  patients 
at  the  bedside.  Finding  nurse  anesthetists  is  a 
major  problem  area  because  there's  no  training 
program  in  Iowa. 
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JIM  TINKER:  There  are  many  facets  to  the 
nurse  recruitment/retention  issue,  but  I think 
a key  one  is  the  physicians'  contribution  to  the 
professionalism  and  status  of  nursing  in  the 
institution. 

DR.  BAKER:  The  thing  no  one  has  men- 
tioned is  pay.  The  status  of  nursing  is  impor- 
tant, but  I think  pay  is  important,  too. 

DONN  DUNN:  There  is  an  explosion  of 
opportunity  for  nurses  and  this  employment 
undoubtedly  will  continue  to  drive  nursing 
salaries  up.  I believe  we  need  to  face  up  to  the 
issues  of  appropriate  work  environment  and 
compensation  for  nurses.  Women  are  now  able 
to  become  physicians  or  take  advantage  of 
countless  other  opportunities. 

JIM  TINKER:  We  have  to  increase  salaries 
for  nursing.  I don't  think  there's  any  question 
about  that  and  we're  trying  to  make  a com- 
mitment to  do  it. 

KEITH  MCROBERTS:  The  basic  problem 
is  60-70%  of  your  costs  in  a hospital  are  people 
related.  As  soon  as  you  start  taUdng  about  what 
you  can  do  to  bring  salaries  to  an  appropriate 
level,  you  get  the  business  community  saying 
look  what  you're  doing  to  my  health  insurance 
cost.  What  are  the  funds  going  to  come  from? 
It  will  take  a significant  amount  of  money  to 
put  those  salaries  at  an  appropriate  level. 

DR.  ALBERTS:  What  about  the  uninsured  and 
the  underinsured  in  Iowa,  are  the  hospitals  run- 
ning into  much  of  a problem? 

JIM  TINKER:  In  our  hospital  we've  gone 
from  $480,000  in  free  care  bad  debts  in  1980  to 
$3.3  million  in  1987-88.  The  problem  is  one  of 
social  consciousness  and  social  policy  because 
we're  getting  to  the  point  where  we  can't  af- 
ford to  continue  to  give  away  free  care  by  the 
hospital  or  by  the  physicians  at  those  rates  of 
increase.  Eventually,  we're  going  to  be  forced 
to  limit  it  even  in  a Catholic  hospital  where 
free  care  is  part  of  the  mission. 

ED  MAAHS:  The  total  number  of  dollars 
we  have  given  away  in  free  care  is  definitely 
up.  It's  becoming  more  difficult  for  the  hos- 
pital to  play  that  social  role  because  we're  not 
able  to  shift  those  costs  to  other  payers  as  eas- 
ily as  we  once  were. 

DON  DUNN:  In  1987,  Iowa  hospitals  de- 
livered $98.6  million  of  unsponsored  care,  but 
it  doesn't  get  a lot  of  public  attention.  Studies 
show  some  significant  employers  have  em- 
barked on  a practice  of  employing  less  than 


full  time  people  in  order  to  avoid  the  attendant 
fringe  benefit  costs.  The  major  fringe  benefit 
cost  they  seek  to  avoid  is  health  insurance.  It 
isn't  just  rural  versus  urban,  it  depends  on  the 
community  and  the  nature  of  that  commu- 
nity's employers. 

I don't  think  we're  seeing  any  patient 
dumping  for  economic  purposes  in  Iowa.  We 
know  there  is  some  in  other  parts  of  the  coun- 


'The  challenge  to  the  urban  hos- 
pital is  staying  on  the  cutting  edge 
of  health  care  delivery  despite 
shrinking  reimbursement/ 


try  and  in  the  current  environment  in  some 
urban  settings  it's  understandable.  Maybe  not 
excusable  but  understandable.  When  an  urban 
hospital  is  dealing  with  inadequate  pay  from 
Medicaid  and  Medicare  they  don't  have  the 
resources  to  take  unlimited  numbers  of  people 
who  cannot  pay. 

ED  MAAHS:  I don't  think  hospitals  are 
dumping  patients.  I do  believe  payors  are 
dumping  their  responsibility  for  those  pa- 
tients. In  the  last  2 weeks  I've  been  through  2 
hearings  trying  to  get  reimbursed  for  services 
rendered  to  patients  in  1987. 

JIM  TINKER:  There  must  be  a reversal  of 
the  payment  practices.  If  no  one  reimburses 
your  full  costs  for  Medicare  and  Medicaid  pa- 
tients and  then  the  next  insurer  or  a group  of 
employers  cuts  back  because  they  wish  to  dis- 
count for  a certain  volume,  you  end  up  with 
a very  small  group  of  people  paying  full 
charges.  Limits  will  have  to  be  set  so  you'll  be 
able  to  provide  only  so  much  free  care. 

DR.  ALBERTS:  How  are  we  going  to  deal  with 
that? 

JIM  TINKER:  They  will  go  to  the  univer- 
sity. The  university  will  be  the  hospital  of  last 
resort.  Any  patient  who  comes  through  the 
emergency  room  is  going  to  be  taken  care  of 
at  any  hospital  in  Iowa.  The  problem  is  long- 
term management  of  difficult  medical  prob- 
lems. I think  this  is  going  to  be  a real  difficult 
(Continued  next  page) 
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ethical  and  moral  issue  that  has  to  be  faced  in 
a thoughtful,  responsible  way. 

DR.  ALBERTS:  What  is  the  biggest  patient-re- 
lated problem  you  face? 

DR.  BAKER:  The  greatest  problem  is  pa- 
tients' expectations. 

ED  MAAHS:  The  thing  that  is  most  frus- 
trating to  the  physicians  on  my  medical  staff 
is  getting  calls  from  all  over  the  country  second 
and  third  guessing  their  medical  decisions. 

DR.  BAKER:  I would  agree  that  is  the  most 
frustrating,  depressing  part  of  medicine  today. 
If  anything  drives  me  out  of  practice  that  will 
be  it. 

ED  MAAHS:  It's  not  only  the  physicians 
who  have  practiced  for  20  and  30  years.  The 
same  statements  are  being  made  by  physicians 
in  practice  3-5  years. 

JIM  TINKER:  I think  there  are  2 issues  of 
concern.  One  is  the  regulatory  paperwork  and 
big  brother  looking  over  your  shoulder.  The 
second  is  how  to  involve  physicians  in  deci- 
sion-making. I mean  involve  them  in  terms  of 
their  opinion  and  professional  judgement 
about  programs  and  program  development 
even  though  these  are  basically  business  de- 
cisions the  hospital  has  to  make  and  the  doc- 
tors have  to  accept. 

DR.  ALBERTS:  Do  most  hospitals  have  1 or  2 
physicians  on  their  board  of  directors? 

JIM  TINKER:  Most  hospitals  do.  We  have 
3 physicians  on  ours.  It's  best  if  they  are  work- 
ing members  with  the  administration  and 
management  on  a day  to  day  basis.  They 
shouldn't  function  as  employees,  but  as  col- 
leagues working  together  for  a common  ob- 
jective in  terms  of  program  planning,  policy 
development  and  allocation  of  financial  re- 
sources. 

KEITH  MCROBERTS:  In  our  case,  there 
is  active  participation  by  the  medical  staff  in 
all  aspects  of  planning. 

DR.  BAKER:  There  has  been  a tremen- 
dous change.  It's  a real  benefit  for  physicians 
to  know  everybody  is  pulling  together  and  has 
input. 

ED  MAAHS:  I think  it's  almost  impossible 
to  be  successful  without  that.  My  board  be- 
lieves that  without  quality  physicians,  you  just 
have  bricks  and  mortar. 

DON  DUNN:  In  1970  when  I came  to  Iowa 
I think  there  were  a lot  of  instances  where  the 
doctors  were  saying  "That  hospital  adminis- 


tration is  difficult,  no  wonder  I can't  take  good 
care  of  my  patients"  and  the  hospital  admin- 
istrators were  saying  "It's  terribly  tough  to  live 
with  doctors."  It  was  very  adversarial.  So  we've 
made  some  progress. 

DR.  ALBERTS:  If  you  could  make  just  one  wish 
come  true  for  your  hospital,  what  would  it  be? 

JIM  TINKER:  Equitable  financing  for 
health  care.  That  we  would  be  able  to  fashion 
a health  policy  which  allows  people  access  to 
the  services  we  provide  without  having  to 
compromise  our  instincts,  values  and  quality 
of  the  service. 


'The  thing  that  is  most  frustrating 
to  the  physicians  on  my  medical 
staff  is  getting  calls  from  all  over 
the  country  second  and  third 
guessing  their  medical  decisions.' 


ED  MAAHS:  My  health  care  team  would 
wish  they  could  go  back  to  taking  care  of  peo- 
ple and  their  needs  and  not  have  to  worry 
about  whether  they  can  put  them  in  the  hos- 
pital, or  do  they  have  to  get  them  out.  I mean 
really  serve  the  patients. 

KEITH  MCROBERTS:  I would  wish  for 
equitable  reimbursement.  Trying  to  get  on  with 
policy  setting  and  social  responsibilities  in  the 
face  of  inequitable  reimbursement  is  very  frus- 
trating. Some  of  the  external  constraints  are 
unreasonable. 

DR.  BAKER:  I'd  like  to  be  able  to  practice 
as  I have  been  where  my  medical  judgement 
is  not  guided  by  economics.  I don't  think  those 
pressures  are  going  to  go  away,  and  it's  mak- 
ing a very  unhappy  situation  for  doctors.  The 
only  way  it's  going  to  be  resolved  is  to  ration 
care  as  they  have  in  England.  If  that's  what 
this  country  wants  to  do,  they  can  do  it.  With- 
out me,  of  course. 

DON  DUNN:  The  problems  of  our  system 
and  the  way  we're  financing  it  are  immense. 
So,  my  wish  would  be  the  design  of  a system 
that  keeps  local  decision  making  responsive  to 
the  local  community  but  assures  we  give  a fair 
start  to  everybody  with  health  as  we  do  with 
education.  That's  quite  a wish. 
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Now  available  in  Iowa: 


Hyperbaric  Oxygen  Chamber 

Shortens  recovery  time  and  provides  a cost  savings  for  patients. 


Mercy  Hospital  Medical 
Center  now  offers  a hyperbaric 
oxygen  chamber  that  enables  you 
to  treat  patients  with  slow- 
healing  wounds  in  a fraction  of 
the  time  normally  required.  The 
1,000-pound  chamber  operates  on 
the  principle  that  increased  oxy- 
gen levels  enhance  and  quicken 
the  recovery  of  selected  patients. 

The  4x8  foot  cylinder  can 
be  used  to  treat  patients  who  suf- 
fer from  carbon  monoxide 
poisoning,  smoke  inhalation, 
cyanide  poisoning,  gas  gangrene, 
decompression  sickness,  respira- 
tory airway  blockages  and  will 
enhance  the  recovery  of  slow- 
healing  wounds  by  increasing  the 
amount  of  oxygen  in  the  blood. 

In  addition,  treatment 
ensures  a substantial  cost  savings 


to  patients  since  their  recovery  time  is  shorter. 


Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only. 
While  undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring 
physician.  Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at 
the  discretion  of  the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist 
for  critically  ill  patients.  If  patients  require  emergency  transport,  Mercy's  air  ambulance 
service  — Air  Life  — is  available. 


Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729, 
extension  3290.  We're  here  to  help. 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N =100) 

■ 1 00%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Consmumce  Pak  is  available  at  no  extra  cost 
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Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 


AXID® 

nizabdine  capsules 
Brief  Summery 

CMWitl  the  peckeoe  (itereture  tor  complete  informeboe. 

IndjcatiORs  and  Usage:  And  is  indicated  tor  up  to  eigrit  weeks  for  the  treatment  ot 
active  duodenal  ulcer.  In  most  pa&ents.  the  ulcer  will  heal  within  tour  weeks 

And  IS  indicated  tor  maintenance  therapy  for  duodenal  ulcer  parents  at  a reduced 
dosage  of  150  mg  hs  after  healmg  of  an  active  duodenal  ulcer  consequences 
of  continuous  ther^y  wrih  Axid  for  longer  than  one  year  are  not  knovm 
Contraindication:  Axid  is  contrandicated  m patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  cau&on  m pabents  with  hypersensitivity  to  cMher 
Hrreceptor  antagonists 

Precautloes:  Genera/  - 1 Symptomatic  response  to  mzabdine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  mzatidme  is  excreted  pnmanfy  by  the  kidney,  dosage  should  be 
reduced  m pabents  with  moderate  to  severe  renal  msuffioency 

3 Pharmacokinebc  studies  mpaients  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  olnzabdme  IS  metabolaed  Ml  the  liver  In  pabents  with  normal 
renal  fi^Kbon  and  uncomplicated  hepabc  dysfunction,  the  disposition  of  nizabdine 
IS  stmlar  to  that  in  nonna)  subtects 

Latxyatory  Tests  -Palse-posrtrve  tests  for  urobtimogen  with  Mulbstix*  may 
occur  dunng  therapy  with  mzabdme 

Drug  Intersctwis  -Ho  interacbons  have  been  observed  between  Axid  and 
iheophytline.  chlordiazepoxide.  kxazepam.  lidocaine.  phenytom.  ^warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metaboiemg  enzyme  system, 
therefore,  drug  interactions  mediated  by  mhibibon  of  hepabc  metabolism  are  not 
expected  to  occur  In  pabents  given  very  high  doses  (3.900  mg)  of  aspmn  daily, 
increases  m serum  salicylate  levels  were  seen  when  nizabdine.  mg  b i d . vras 
administered  concurrently 

Ceranogenes/s.  Mutagenes/s.  Impairment  ot  fertirty-t^  two-year  oral  car- 
anogemcity  study  m rats  with  doses  as  high  as  500  mg/kgrday  (about  80  times  the 
recommended  daily  Iherapeubc  dose)  showed  no  evidence  of  a carcmogerK 
effect.  There  was  a dose-relaled  increase  in  the  density  of  enteiochromatfin-ljke 
(ECL)  cells  in  the  gastnc  oxynbc  mucosa,  ki  a tvn^-year  study  n mice,  there  was  no 
evxience  of  a carcinogenic  effect  m male  mice,  although  hyperpiasbc  nodules  of  the 
liver  were  increased  m the  high-dose  males  as  compart  with  placebo  Fem^ 
mce  given  the  high  dose  of  Axid  (2.000  mg/l^day  about  330  tvnes  the  fnxnan 
dose)  showed  margm^ly  stabsbc^ly  signihcant  increases  n hepabc  carcnoma 
and  hepabc  nodular  hyp^asia  wrth  no  numencai  increase  seen  n ^ of  the  other 
dose  groups  The  rate  hepabc  caronoma  in  the  high-dose  anxnals  was  withm  the 
histoncalcorfiroi  limits  seen  for  the  strain  of  mice  used  Thefemale  mce  were  grven 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicaled  by  excessive  (30%) 
weight  decrement  as  compared  vnth  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevabons)  The  occurrence  of  a marginal  findvig  alhigh  dose 
only  m anmais  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  ai  rats,  male  oKe.  and  fem^  mce  (given  up  to 
360  mg^g/day.  about  60  bmes  the  human  dose),  and  a negative  mutagervcity 
battery  are  not  considered  evidence  of  a carcinogens  potential  for  Axid 

AxkI  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  Is  potential 
genebc  toxicity,  including  bactenaJ  mutabon  tes&.  unscheduled  ONA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  ab^Tabon 
tests,  and  a mcronucleus  test 

in  a tvro-generabon.  perinatal  and  postnatal  terblity  study  n rats,  doses  of 
nizabdine  up  to  650  mg/kgrday  produced  no  adverse  effects  on  the  reproductrve 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - JeratogenK  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  XI  rats  at  doses  up  to  300  bmes  the  human  dose  and  n Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect,  but  at  a dose  equivalent  to  300  bmes  the  lunan  dose,  treated 
rabbits  had  aborborts.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  admnistrabon  to  pregnant  New  Zealand  white  rabbits, 
nizabdine  at  20  mglig  produced  cardiac  enlargemenL  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  n one  fetus  and  at  50  mgikg  it  produced  ventricular 
anom^.  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  n one 
fetus  T^re  are.  however,  no  adequate  and  well-controlled  studies  m pregnant 
women  Risaisonoiknovimwhethernizabdinecancausefetalharmwhenadmns- 
teredb)  a pregnant  woman  or  can  affect  reproduction  capacity  Ncabdne  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  jusb^  the  potential  nsk  to  the 
febjs 

Nursmg  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  ncabdine  is  secreted  xi  human  milk  m 
proportion  to  plasma  concentrations  Caubon  should  be  exercised  when  admims- 
tenng  nizabdine  te  a nursing  mother 

^ebiatric  (/se  - Safety  and  effecbveoess  >1  children  have  not  been  established 

Use  in  Ek^rty  Pabents  -Ulcer  healing  rates  m elderty  pab^  are  similar  to 
those  in  younger  age  groups  The  incidence  rales  ot  adverse  events  and  laboratory 


Adverse  Reactions:  Cliracal  trials  of  nuabdne  included  almost  5.0(X)  pabents 
given  ncabdine  m studies  of  varyvig  durations  Domestic  piacebo-controaed  trials 
included  over  1 .900  pabents  grven  mzabdme  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % v$ 

0 2%).  urbcana  (0  5%  vs  < 0 01%).  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  m die  ncabdine  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determxie  whether  these  were  caused  by 
ncabdine 

Hepabc  - Hepatocellular  inju^.  evidenced  by  elevated  bver  enzyme  tests  (SCOT 
[AST].  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probably  related  to  ncabdine  In  some  cases,  there  was  marked 
eievabon  of  SCOT  S(jPT  enzymes  (gieater  than  500  lU/L)  and.  m a single  nstance. 
SGPT  was  greater  than  2.0(W  lUA  ^ overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limri  of  normal,  however,  did  not 
Significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  m piacebo-beated 
pabents  All  abnormalities  were  reversible  after  disconbnuabon  of  Axid 
CanJiovascuiar  - In  clmical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventnculartachycardia  occurred  in  two  individuals  administered  Axid  and  xi 
three  untreated  subiects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Enriocnne  - Clinical  pharmacology  stedies  and  controlled  cincal  trials  showed 
no  evidence  of  anbandrogemc  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  wnh  equal  freouency  by  pabents  who  re 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fata)  thrombocytopenia  was  reported  m a pabent  who  was 
treated  wrth  hm  and  another  Kriec^Aor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
Ihrombocytopenc  purpura  have  been  reported 
Integumental  - Sweabng  and  urbcana  were  reported  signrficarTtly  more  fre- 
quenoy  in  nizabdine-  than  n piacebo-beated  pabents  Rash  and  exfokabve  dermab- 
bs  were  also  reported 

Hypersensrtrvity  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  admxustrabon  of  mzabdxie  have  been  reported  Because  cross-sen- 
sitrvity  m this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  wrth  a history  of  previous  hypersensmvity 
to  these  agents  Rare  episodes  of  h^iersensitivity  reactions  (eg.  bronchospasm. 
laryn^  edema,  rash,  and  eosmophikai  have  been  reported 
Other  - HyperunceiTu  unassociated  with  gout  or  nephrolitfiasis  was  reported 
Eosmopfulia.  fever,  and  nausea  related  to  ncabdme  admimstrabon  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarefy  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  iittleclncalexpenencewrihoverdosage  of  Axid 
VI  humans  Test  animals  dial  received  large  doses  of  razabdvie  have  exhibited 
choiinergic-type  effects,  inchiding  lacnmabon.  saiivabon.  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mo/kg  m dogs  and  of  1.200  mg/kg  m monkeys 
were  rxii  lethal  intravenous  median  leOval  doses  m the  rat  and  mouse  were  301 
mgflig  and  232  mglig  respecovety 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  IS  your  certified  regional  Poison  Control  Center  Telephone  numbers 

01  certi^  poison  control  centers  are  listed  vi  the  Physicians'  Desk  Reference 
(PDR)  In  managvig  overdosage,  consider  the  possibdiTy  of  mulbpie  drug  over- 
doses. interaction  among  drugs  and  unu»ial  drug  lunebcsm  your  pabent 

It  overdosage  occitfs.  use  ot  activated  charcoal,  emesis,  or  lavage  shoiM  be 
consittered  along  wrth  clvvcairnoretonng  and  supportive  therapy  Renal  dialysis  for 
four  to  sa  hours  increased  plasma  clearance 
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Additional  information  available  to  the 
profession  on  request 


Giardiasis  in  Iowa 


NELSON  P.  MOYER,  Ph.D. 
Iowa  City,  Iowa 


The  author  discusses  transmission  and 
case  distribution  of  the  parasitic  disease 
giardiasis  and  why  it  should  be  made 
reportable. 


Giardiasis  is  the  most  common  parasitic 
disease  in  Iowa  and  the  United  Statesd 
The  true  incidence  is  unknown  because  there 
is  no  requirement  to  report  cases  to  public 
health  officials;  however,  the  Centers  for  Dis- 
ease Control  estimate  the  average  national  re- 
covery rate  of  Giardia  cysts  at  4.2%  of  speci- 
mens examined  based  upon  a survey  of 
laboratories  in  the  United  States. 

The  recovery  rate  of  Giardia  cysts  in  spec- 
imens submitted  to  the  Hygienic  Laboratory 
averaged  4%  during  the  seventies.  Beginning 
in  1981,  the  recovery  rate  increased  to  9.4%  in 
1988.  The  number  of  specimens  submitted  to 
the  laboratory  increased  markedly  between 
1972  and  1984  (Figure  1).  Since  1984,  the  total 
number  of  specimens  each  year  has  remained 
similar,  yet  the  rates  of  recovery  of  Giardia  cysts 
have  increased. 


Dr.  Moyer  is  associated  with  the  University  Hygienic  Laboratory  in 
Iowa  City. 


A summary  of  results  from  examination 
of  fecal  specimens  since  1984  is  presented  in 
Table  1.  It  is  interesting  to  note  the  case  rate 
increased  from  a 10-year  average  of  4%  to  an 
average  of  almost  6%  during  the  past  5 years. 
The  difference  between  the  specimen  positiv- 
ity rate  and  the  case  rate  is  attributed  to  receipt 
of  multiple  specimens  from  most  patients  since 
the  recommendation  for  parasitic  diagnosis  is 
to  collect  3 specimens  every  other  day.  Para- 
sites encountered  in  Iowa  during  fiscal  1988 
are  shown  in  Table  2.  These  results  are  gen- 
erally consistent  from  year  to  year. 

The  geographical  distribution  of  patients 
submitting  positive  specimens  to  our  labora- 
tory is  shown  in  Figure  2.  This  county  map 
demonstrates  the  Hygienic  Laboratory  pri- 
marily serves  Johnson  County  and  rural  coun- 
ties in  eastern  Iowa  while  few  specimens  orig- 
inate from  the  metropolitan  population  centers 
which  are  served  by  local  laboratories. 

(Continued  next  page) 


Fiscal  Year 

Figure  1.  Examinations  for  Intestinal  Parasites,  Uni- 
versity Hygienic  Laboratory,  Fiscal  Years  1972-1988. 
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TABLE  1 

RESULTS  OF  INTESTINAL  PARASITE  EXAMINATIONS,  FISCAL  YEARS  1984-1988 


Total 


Fecal 

Parasites  Found 

Giardia  Found 

Giardiasis  Cases 

Fiscal 

Specimens 

% of 

% of 

% of 

% of 

Year 

Examined 

No. 

Total 

No. 

Total 

Positives 

No. 

Total 

1984 

4,750 

481 

10 

309 

6.5 

64 

213 

4.5 

1985 

5,558 

1,063 

19 

476 

8.6 

45 

349 

6.3 

1986 

5,392 

988 

18 

469 

8.7 

47 

324 

6.0 

1987 

5,229 

931 

18 

428 

8.2 

46 

291 

5.6 

1988 

5,273 

813 

15 

496 

9.4 

61 

329 

6.2 

TABLE  2 

INTESTINAL  PARASITES  FOUND,  FISCAL  YEAR  1988 


Organism 

Number 

Found 

Total 

Protozoans: 

863 

Blastocystis  Fiominis 

120 

Chilomastix  mesnili 

15 

Cryptosporidium 

56 

Dientamoeba  fragilis 

1 

Endolimax  nana 

61 

Entamoeba  coli 

81 

Entamoeba  hartmanni 

17 

Entamoeba  histolytica 

13 

Giradia  lamblia 

496 

lodamoeba  butschlii 

3 

Helminths: 

88 

Ascaris  lumbricoides 

7 

Clonorchis  sinensis 

26 

Enterobius  vermicularis 

2 

Ffookworm 

33 

Fiymenolepsis  nana 

2 

Strongyloides  stercoralis 

5 

Trichuris  trichiura 

13 

Total  Parasites  Found 

951 

TABLE  3 

GIARDIA  CASES  BY  PATIENT  AGE 

Patient  Age  (Years) 

Number 

Percent 

Less  than  1 

3 

1.7 

1-2  

45 

25.0 

3-4  

12 

6.7 

5-9  

13 

7.2 

10-19  

12 

6.7 

20-29  

30 

16.6 

30-39  

28 

15.6 

40-49  

15 

8.3 

50-59  

9 

5.0 

60-69  

10 

5.6 

70-79  

2 

1.1 

80-89  

1 

0.5 

Total  

180 

The  case  distribution  for  180  consecutive 
cases  where  patient  age  was  given  is  shown 
in  Table  3.  Most  cases  occur  in  1-2  year  old 
children  and  in  the  20-39  year-old  females  who 
care  for  them.  Day-care  center  transmission 
has  been  reported.'*  These  results  and  the  ex- 
perience of  5 day-care  center  outbreaks  we  in- 
vestigated in  cooperation  with  the  Johnson 
County  Health  Department  during  the  past  4 
years  indicate  the  primary  transmission  of 
Giardia  cysts  in  Iowa  is  the  fecal-oral  route. 

Kot  Flora,  Coordinator,  Disease  Preven- 
tion and  AIDS  Program,  Johnson  County 
Health  Department,  has  developed  guidelines 
for  control  and  prevention  of  giardiasis  in  day- 
care centers  which  have  proven  effective  and 
should  serve  as  a model  for  statewide  imple- 
mentation. 

The  seasonal  distribution  of  giardiasis 
cases  is  characteristic  of  waterborne  diseases 
as  shown  in  Figure  3.  However,  sampling  of 
over  200  wells  in  Iowa  where  cases  of  giardi- 
asis were  attributed  to  ingestion  of  potable 


Figure  2.  Distribution  of  Cases  of  Giardiasis  Diagnosed 
by  the  University  Hygienic  Laboratory,  Fiscal  Year  1988. 


228  / Iowa  Medicine 


70  -1 


Figure  3.  Seasonal  Distribution  of  Giardiasis  Cases  in 
Iowa,  Fiscal  Year  1988. 


water  revealed  only  one  positive  result.  That 
contaminated  well  was  actually  a brick  lined 
cistern.^  No  studies  of  surface  water  contam- 
ination have  been  conducted  in  Iowa  due  to 
the  cost  and  limitations  of  existing  technology 
for  demonstration  of  Giardia  cysts  in  environ- 
mental samples. 

Anecdotal  information  suggests  cyst 
transmission  occurs  in  children's  wading  pools 
and  when  children  are  bathed  together  or  bath 
water  is  used  concurrently  by  several  children. 
Literature  reports  of  Giardia  transmission  by 
ingestion  of  water  from  public  supplies  invar- 
iably involve  a large  number  of  cases  in  a clearly 
identifiable  point  source  epidemic.^  Transmis- 
sion following  a fecal  accident  in  a public  pool 
has  been  reported. ^ 

A complete  understanding  of  giardiasis  in 
Iowa  requires  political,  epidemiological  and 
laboratory  intervention.  The  disease  must  be 
made  reportable  to  establish  true  incidence. 
Case  histories  must  be  studied  to  determine 
source  of  exposure  and  modes  of  transmis- 
sion. Finally,  prospective  laboratory  studies 
must  be  undertaken  to  identify  reservoirs  of 
cysts  in  both  environmental  and  mammalian 
systems.  Meanwhile,  prevention  of  infection 
by  scrupulous  attention  to  sanitation,  personal 
hygiene  and  avoidance  of  untreated  surface 
water  is  recommended. 

The  data  presented  here  are  incomplete 
and  may  not  represent  conditions  statewide. 
We  encourage  physicians  to  submit  fecal  spec- 
imens to  the  Hygienic  Laboratory  for  parasi- 
tological examination  so  we  may  continue  to 
analyze  the  morbidity  and  epidemiology  of 
giardiasis  in  Iowa.  Consultation  is  required  be- 
fore environmental  samples  for  cyst  exami- 
nation are  collected.  Parasitology  kits  and  con- 


sultation may  be  obtained  by  calling  the 
Hygienic  Laboratory,  319/335-4500. 
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Lyme  Disease 

Clinical  Overview  and  Update 


A Continuing  Medical  Education  Workshop  on  the 
epidemiological  and  clinical  aspects,  diagnosis,  treat- 
ment and  management  of  Lyme  Disease 

8:30  a.m.  - 5:30  p.m.,  Friday,  June  2,  1989 
Marriott  Hotel,  Bloomington,  Minnesota 

Developed  for 

• Family  Practitioners  • General  Internists  • Infectious 
Disease  Consultants  • Neurologists  • Pediatricians  • 

• Public  Health  Officials  • Rheumatologists  • 
Workshop  approved  for  7.5  CME  Contact  Hours. 

Faculty 

Russell  Johnson,  PhD,  University  of  Minnesota;  Louis  Mag- 
narelU,  PhD,  The  Connecticut  Agricultural  Experimental  Station; 
Michael  Osterholm,  PhD,  MPH,  Minnesota  Department  of  Health; 
Andrew  Pachner,  MD,  Georgetown  University  Hospital;  Daniel 
Rahn,  MD,  Yale  University  School  of  Medicine;  Peter  Schlesin- 
ger,  MD,  FACP,  University  of  Minnesota;  Eric  Schned,  MD, 
Park  Nicollet  Medical  Center;  and  David  Williams,  MBChB, 
FRCP,  Park  Nicollet  Medical  Center. 

Sponsored  by 

The  Arthritis  Center,  Park  Nicollet  Medical  Foundation 
5000  West  39th  Street,  Minneapolis,  Minnesota  55416 

For  more  information,  call  or  write  Ruth  Taylor  (612)  924-2755 
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Worth  a Look!  New  From 
IOWA  MEDICAL  SOCIETY 


Reduce  Your 
Taxes 

and  Strengthen 
Your  Security  with 

The 

Prime  Financial 
Benefit  Trust 


Greater  Security 
Reduced  Taxes 
Effective  Financial 
Planning 

□ Tax  deductible  contributions 

□ Flexible  funding  to  suit  your  cash  flow 
needs 

□ Assets  secured  from  creditors  in  most 
cases.  Product  backed  by  A+  Superior 
rated  insurance  company 

□ Taxes  deferred  on  assets  held  by  the 
insurance  company 


□ Compatible  with  existing  retirement 
plans,  IRAs  and  Keogh  Plans 

□ Low  set-up  and  maintenance  costs 

□ You  may  terminate  the  plan  at  any  time 

□ No  tax  penalty  for  early  withdrawal 
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David  Black 
Benefit  Consultant 
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Informed  Consent: 
Procedure  Specific 


JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 
BARRY  MILLER,  M.D. 

Des  Moines,  Iowa 


The  Iowa  Supreme  Court  recently  set 
forth  guidelines  concerning  informed 
consent.  The  authors  discuss  formula- 
tion of  procedure  specific  surgical  con- 
sent forms  which  comply  with  Iowa 
Code  requirements. 


The  threat  of  lawsuits  is  a growing  con- 
cern facing  every  physician  in  our  litigious 
society.  Causes  of  the  liability  crisis  range  from 
attitude  changes  toward  physicians  to  mis- 
understandings during  the  informed  consent 
process.  This  is  occurring  at  a time  when  the 
overall  quality  of  medical  care  is  at  its  highest 
level.  The  frequency  of  malpractice  claims  and 
the  amount  of  awards  have  skyrocketed  over 
the  last  5 years. 

According  to  a recent  issue  of  Medical  Eco- 
nomics, 4 doctors  of  10  have  been  sued  at  least 
once  in  the  last  5 years  with  indemnities  paid 
in  40%  of  cases. ^ The  average  monetary  amount 
was  over  $80,000  per  claim.  In  Iowa,  a recent 
court  study  revealed  the  number  of  malprac- 
tice cases  doubled  between  1981  and  1985  with 
average  liability  award  of  over  $187,000. ^ 


Dr.  Caterine  is  a general  surgeon  in  private  practice  in  Des  Moines. 
Dr.  Miller  is  a senior  surgical  resident  at  the  VA  Medical  Center  in  Des 
Moines. 


Informed  consent  and  the  doctor-patient 
relationship  are  sometimes  at  the  core  of  the 
problem.  Post-operative  surgical  complica- 
tions were  the  number  one  cause  of  malprac- 
tice claims  in  1985-86  according  to  the  St.  Paul 
Fire  and  Marine  Insurance  Company.' 

Elvoy  Raines,  J.D.,  in  the  May,  1987  iowa 
MEDICINE,  states  “at  the  core  of  most  lawsuits 
is  either  surprise  or  disappointment.  The  pa- 
tient is  surprised  by  the  cost  of  hospitalization 
or  disappointed  in  the  outcome  because  all 
reasonable  risks  were  not  fully  explained  dur- 
ing the  informed  consent  process."^ 

“Informed  consent  should  be  realistic. 
Discuss  alternative  and  other  therapy  options 
with  the  patient.  This  should  be  done  in  the 
office  where  there  are  fewer  pressures  and 
plans  can  be  reviewed  calmly,"  stated  surgeon 
Pablo  Recinos,  M.D.  in  the  same  issue. ^ 

The  Iowa  Supreme  Court  recently  pro- 
vided guidelines  concerning  what  constitutes 
informed  consent  in  Iowa  Code  147.137,  1987 
(Figure  1).  Section  1 of  the  code  requires  the 
procedure  be  explained  in  general  terms  and 
the  known  risks  and  complications  and  the 
probability  of  occurrence  of  these  risks  out- 
lined for  the  patient.  This  last  statement  re- 
garding the  probability  of  occurrence  has  cre- 
ated the  need  for  procedure  specific  consent 
forms.  Section  2 of  the  code  is  the  patient's 
acknowledgment  that  they  understand  the 
procedure  and  possible  complications.  Section 
3 is  the  required  signature  of  the  patient. 

Two  malpractice  cases  with  informed  con- 
sent at  issue  exposed  the  need  for  revision  of 
the  informed  consent  law.  In  1983,  Iowa  courts 
applied  the  “patient  rule"  in  Cowman  v.  Hor- 
(Continued  next  page) 
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A consent  in  writing  to  any  medical  or  surgical  pro- 
cedure or  course  of  procedures  in  patient  care  which 
meets  the  requirements  of  this  section  shall  create  a pre- 
sumption that  informed  consent  was  given.  A consent 
in  writing  meets  the  requirements  of  this  section  if  it; 

(1)  Sets  forth  in  general  terms  the  nature  and  purpose 
of  the  procedure  or  procedures,  together  with  the 
known  risks,  if  any,  of  death,  brain  damage,  quadri- 
plegia,  paraplegia,  the  loss  or  loss  of  function  of  any 
organ  or  limb,  or  disfiguring  scars  associated  with  such 
procedure  or  procedures,  with  the  probability  of  each 
such  risk  if  reasonably  determinable. 

(2)  Acknowledges  that  the  disclosure  of  that  infor- 
mation has  been  made  and  that  all  questions  asked 
about  the  procedure  or  procedures  have  been  an- 
swered in  a satisfactory  manner. 

(3)  Is  signed  by  the  patient  for  whom  the  procedure 
is  to  be  performed,  or  if  the  patient  for  any  reason 
lacks  legal  capacity  to  consent,  it  is  signed  by  a person 
who  has  legal  authority  to  consent  on  behalf  of  the 
patient  in  those  circumstances. 


Figure  1.  Iowa  Code  definition  of  informed  consent 
(147.137). 

naday.  The  patient  rule  in  elective  surgical  pro- 
cedure states,  “the  physician's  duty  to  disclose 
information  about  risks  of  the  procedure  is 
measured  by  the  patient's  need  to  have  access 
to  all  information  material  to  making  a truly 
informed  and  intelligent  decision. 

The  case  involved  whether  complete  in- 
formed consent  had  been  obtained  from  a pa- 
tient undergoing  elective  vasectomy  when 
postoperative  complications  of  sperm  granu- 
loma and  scrotal  hematoma  resulted  in  even- 
tual testicular  atrophy.  The  second  more  re- 
cent case,  Pauscher  v.  Iowa  Methodist  Medical 
Center  1987  involving  a fatal  antiphylactic  re- 
action to  IVP  contrast  medium,  resulted  in  the 
Iowa  Supreme  Court  stating  the  "patient  rule" 
should  be  applied  to  aU  informed  consent  cases. 
The  patient  has  the  right  to  be  informed  for 
all  medical  treatment.  Six  exceptions  to  the 
“patient  rule"  requiring  full  disclosure  to  the 
patient  were  also  formulated  (Figure  2). 

To  comply  with  the  new  Iowa  Code  con- 
cerning procedure  specific  consents,  a search 
was  made  for  this  type  of  consent  form.  The 
current  hospital  consent  form  is  too  general 
and  doesn't  comply  with  the  code  require- 
ments. No  such  form  was  available  from  the 
American  Medical  Association  or  the  Ameri- 
can College  of  Surgeons.  Therefore,  a new 
procedure  specific  consent  form  was  written 
for  each  surgical  procedure  (Figure  3). 


(1)  A complete  and  candid  disclosure  might  have  a 
detrimental  effect  on  the  physical  or  psychological 
well-being  of  the  patient; 

(2)  A patient  is  incapable  of  giving  consent  by  reason 
of  mental  disability  or  infancy; 

(3)  An  emergency  makes  it  impractical  to  obtain  con- 
sent; 

(4)  The  risk  is  either  known  to  the  patient  or  is  so 
obvious  as  to  justify  a presumption  on  the  part  of  the 
physician  that  the  patient  has  knowledge  of  the  risks; 

(5)  The  procedure  itself  is  simple  and  the  danger  re- 
mote and  commonly  appreciated  to  be  remote; 

(6)  The  physician  does  not  know  of  an  otherwise  ma- 
terial risk  and  should  not  have  been  aware  of  it  in  the 
exercise  of  ordinary  care. 


Figure  2.  Exceptions  to  the  "patient  rule"  on  informed 
consent. 


The  form  is  composed  of  3 sections,  all  in 
compliance  with  Code  147.137.  The  top  half 
of  the  consent  states  the  procedure  and  pur- 
pose in  general  terms  followed  by  the  mortal- 
ity risk  of  the  procedure  and  individual  per- 
centage risks  of  the  possible  complications 
when  available.  The  middle  portion  of  the  form 
lists  possible  complications  and  risks  common 
to  all  surgical  procedures  and  is  included  on 
each  consent.  The  final  paragraph  acknowl- 
edges the  procedure  and  complications  have 
been  explained  to  the  patient  and  the  patient 
understands  and  consents  to  the  planned  pro- 
cedure. This  is  followed  by  the  patient's  sig- 
nature. 

The  consent  forms  were  approved  by  Tom 
Finley,  J.D.,  legal  defense  counsel  for  Iowa 
Physicians  Mutual  Insurance  Trust,  and  Mark 
D.  Ravreby,  M.D.,  J.D.  before  being  printed. 

To  date,  consent  forms  have  been  com- 
pleted for  35  surgical  procedures.  Patients  have 
responded  positively  to  the  new  forms  being 
used  in  the  office.  The  forms  have  made  phy- 
sician-patient discussion  of  the  planned  sur- 
gical procedure  easier  and  more  effective.  The 
carbon  copy  format  of  the  form  also  allows  the 
patient  to  take  the  consent  form  home  for  fur- 
ther review. 
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INGUINAL  HERNIA  REPAIR 

An  Inguinal  Hernia  is  a weakness  or  tear  in  the  fiberous  tissue  of  the  lower  abdomen.  In  males,  the  Hernia  arises  at  or  near  the 
site  where  the  cord  carrying  sperm  and  blood  vessels  leave  the  abdomen  and  course  to  the  testicle.  Repair  of  the  Hernia  near  these 
structures  could  possibly  lead  to  the  following  complications.  (In  females,  injuries  to  the  spermatic  cord  and  testicle  does  not  apply) 

1.  OVER-ALL  COMPLICATION  RATE  of  7%  with  a death  risk  of  0.3% 

2.  RECURRENCE  RATE  (one  side)  0.8%  to  7.0% 

BILATERAL  2-4% 

RECURRENT  5-35% 

3.  WOUND  INFECTION  0.5  to  1.0% 

4.  WOUND  INFECTION  RECURRENT  2-3% 

5.  TESTICULAR  ATROPHY/LOSS  1.4% 

6-  ACUTE  URINARY  RETENTION  33% 

7.  NERVE  INJURY  to  lliopinguinal,  Genito-Femoral.  Illo-Hypogastric  giving  rise  to  inner,  lateral  thigh, 
groin,  base  of  penis  numbness  neuropathy/neuroma  1.4  to  11%  (may  be  temporary  or  permanent) 

8.  HYDROCELE  FORMATION 

9.  MISSED  HERNIA  not  appreciated  while  under  anesthesia 

10.  SCROTAL  and/or  penis  hematoma/bruising 

11.  DIVISION  OF  SPERMATIC  CORD  with  possible  sterility 

12.  INJURY  TO  INTRA-ABDOMINAL  STRUCTURES  of  small  bowel,  colon,  appendix,  ovary,  bladder  with 
possible  infection,  obstruction  and/or  organ  death 

13.  INJURY  TO  FEMORAL  ARTERYA/EIN  with  bleeding,  possible  vascular  compromise  to  lower  extremity, 
abnormal  artery-vein  connection,  blood  clot  formation,  leg  swelling 

14.  POSSIBLE  USE  OF  ARTIFICIAL  TISSUE  SCREEN  to  reinforce  weak  natural  tissue  giving  rise  to  risk  of 
foreign  body  reaction,  infection,  fluid  collection  around  the  screen 
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INFORMED  CONSENT  FOR  SURGERY 


This  is  to  acknowledge  and  confirm  that  my  planned  surgery, 

has  been  discussed  with  me  in  detail  with  respect  to  the  actual  procedure.  1 understand  and  agree  to  proceed  with  the  surgical 
procedure  and  confirm  that  I have  been  fully  advised  in  all  aspects  of  It.  I am  also  advised  that  it  may  be  necessary  for  the  surgical 
residents  to  participate  in  my  care  under  direct  supervision  of  my  attending  surgeon.  On  occasion  the  resident  may  be  the  only 
physician  making  daily  hospital  rounds.  If  this  occurs,  my  medical  condition  will  be  discussed  thoroughy  with  my  attending  surgeon 
on  a daily  basis  and  any  post-operative  care  given  to  me  by  the  resident  will  be  by  direct  order  of  my  doctor. 


PATIENT  SIGNATURE 


PHYSICIAN  PARENT /GUARDIAN 


WITNESS  DATE 


Surgical  Affiliates,  p.c. 

■i:i  Laurel  St.  • Suite  206  • Des  Moines.  Iowa  503  1 4 ( 5 1 5)  244-3  7 77 

© JAMES  M.  CATERINE.  M.D.  1988 


GENERAL  POST  OP  COMPLICATIONS 


DEATH,  STROKE  WITH  PARALYSIS.  PULMONARY  EMBOLIS  (Blood  Clot  to  Lung).  DEEP  VEIN  THROMBOSIS  (Blood  Clot  and  Swelling 
of  Leg).  I.V,  SITE  CELLULITIS  (Infection  From  I.V.  Catheter),  ADHESIONS  WITH  BOWEL  OBSTRUCTION.  ILEUS  (Bowel  Malfunction) 
PERITONITIS  (Intra-Abdominal  Infection).  MYOCARDIAL  INFARCTION  (Heart  Attack.  Abnormal  Heart  Beat).  URINARY  RETENTION 
REQUIRING  CATHETERIZATION  (Injury  to  Urinary  Tract.  Stricture  Urethra),  URINARY  TRACT  INFECTION.  PNEUMONIA.  ATELECTASIS 
(Peripheral  Lung  Collapse). 

WOUND  PROBLEMS: 

SEROMA  — Collection  of  Nature  Body  Fluid  (Non-Blood)  DEEP  SEPARATION  OF  ALL  LAYERS 

HEMATOMA  — Collection  of  Blood  in  Wound  INCISIONAL  HERNIA  — Weakness  of  Incision 

ABCESS  — Collection  of  Pus  In  the  Wound  (Infection)  PARASTHESIS  — Numbness  of  Skin  Around  Incision 

SUPERFICIAL  SEPARATION  OF  FATTY  LAYERS  OF  WOUND  KELOID  — Prominent  Incisional  Scar 

ALLERGIC  REACTION  TO  SUTURE,  ALLERGIC  REACTION  TO  TAPE,  ALLERGIC  REACTION  TO  SURGICAL  PREP.  ALLERGIC  REACTION 
TO  ANTIBIOTICS.  VOMITING  WITH  ASPIRATION  OF  MATERIAL  INTO  LUNGS.  BOWEL  PREP  (Dehydration  with  Electrolyte  Problem. 
Seizure).  N/G  TUBE  INSERTION  (Epistaxis,  Sinusitis.  Nose  Necrosis,  Aspiration,  Esophageal  Perforation,  Stomach  Perforation), 
ANTIBIOTIC  INDUCED  (1.  Superinfection  2.  Colon  Infection  3.  Renal  Damage).  RETAINED  SURGICAL  INSTRUMENT  OR  FOREIGN  BODY. 


Figure  3.  A new  procedure  specific  patient  consent  form. 
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Today's  Dilemma  of  Right 
and  Wrong 

WE  READ  ALMOST  DAILY  that  the  budget 

deficit  is  a crisis,  the  trade  imbalance  is 
a crisis,  pollution  of  the  environment  is  a cri- 
sis. As  serious  as  these  crises  and  others  of 
similar  character  may  be,  they  pale  by  com- 
parison with  a far  different  crisis  we  now 
face  — a bioethical  crisis.  This  crisis  is  of 
grave  concern,  for  bioethical  issues  challenge 
our  wisdom,  our  perception  of  values,  our 
perception  of  the  dignity  of  the  human  con- 
dition, the  meaning  of  life  and  our  belief 
that  we  are  unique  among  all  living  things. 

It  is  of  interest  that  the  1969  and  1972 
editions  of  the  Opinions  and  Reports  of  the  Ju- 
dicial Council  of  the  American  Medical  Asso- 
ciation contain  this  statement:  "Ethical  prin- 
ciples are  basic  and  fundamental.  Men  of 
good  conscience  inherently  know  what  is 
right  or  wrong,  and  what  is  to  be  done  or  to 


be  avoided."  A later  edition  deleted  that 
statement,  and  for  good  reason. 

The  trouble  is  we  have  somehow  lost 
our  footing.  The  old  standards  of  right  and 
wrong  are  coming  up  short.  Tradition  is  old- 
fashioned.  We  no  longer  seem  able  to  distin- 
guish with  confidence  between  right  and 
wrong.  The  formerly  accepted  ethical  princi- 
ples are  proving  inadequate  in  this  techno- 
logical age.  Technology  has  come  along  too 
fast.  There  are  too  many  bioethical  gray 
areas.  The  list  is  long:  in  vitro  fertilization, 
surrogate  motherhood,  semen  banks  and  eu- 
genics, the  abortion  issue  that  will  not  go 
away,  genetic  engineering,  allocation  of  lim- 
ited health  funds,  "harvesting"  tissue  and 
organs  from  aborted  fetuses  or  from  life-sup- 
ported anencephalic  newborns,  mercy  kill- 
ing, society's  response  to  AIDS,  the  incredi- 
ble dispute  as  to  when  life  begins,  the 
dilemma  when  2 different  rights  collide  and 
on  and  on. 

It  is  imperative  that  we  give  these 
bioethical  issues  our  most  thoughtful  consid- 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 


What  is/who  are  SOITACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


for  more  information,  call  SOrfACTICS  today. 

1200  35TH  STREET 
SUITE  208 

west  DES  MOINES,  IOWA  50265 
(515)  224  4565 
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eration,  from  which,  hopefully,  will  evolve 
new  ethical  standards  and  principles  that 
merge  with  the  old  — standards  without 
which  a society  cannot  remain  civilized,  as 
we  now  understand  it,  indefinitely.  Unfortu- 
nately, whether  willingly  or  not,  doctors  are 
caught  in  the  middle. 

As  we  grope  our  way  toward  answers 
to  these  problems,  we  need  guidance.  But 
where  can  it  be  found?  Ethicists  write  books 
and  counsel  in  medical  centers,  journals 
publish  a profusion  of  articles  on  the  sub- 
ject, the  Journal  of  the  American  Medical  Associ- 
ation reported  the  frightening  drama  of  the 
mercy  killing  of  "Debbie"  and  iowa  medicine 
devoted  an  entire  issue  to  the  subject  of 
medical  ethics.  But  what  of  religion?  Could 
it  too  not  play  a part,  for  religion  is  an  inte- 
gral component  of  human  history? 

The  great  religions  of  the  world  have  all 
enunciated  ethical  principles,  many  of  which 
are  said  to  be  truths  revealed  by  God.  There 
are  those  who  hope  that  society  will  some 
day  accept  the  premise  that  there  are  certain 
enduring  values,  perhaps  as  expressed  by 
the  teachings  of  the  great  spiritual  and  reli- 
gious leaders  of  the  past,  which  are  not  sub- 
ject to,  and  dependent  on,  the  "shifting 
sands"  of  the  moment.  Socrates  and  the 
power  of  reason  are  not  always  enough.  Re- 
grettably, however,  religious  leaders  don't 
always  speak  with  a common  voice.  In  re- 
gard to  this  lack  of  consensus,  abortion  can 
be  mentioned,  but  carried  to  its  extreme,  we 
need  look  no  further  than  the  death  sen- 
tence decreed  by  Ayatollah  Khomeini,  in  the 
name  of  Islam,,  on  Salman  Rushdie. 

As  we  consider  the  many  gray  areas, 
they  are  seen  to  be  a mix  of  problems  of 
broad  social  concern  and  public  policy,  and 
individual  problems  pertaining  to  whether  a 
given  patient  "will  either  live  or  die  depend- 
ing on  the  ethical  decision  made."  Either 
way,  the  problems  are  incredibly  difficult, 
and  men  of  goodwill  can  disagree.  Nonethe- 
less, the  bioethical  issues  are  there.  They 
will  not  go  away.  Can  they  ever  be  resolved 
and  appropriate  standards  established? 
Hopefully  yes,  but  until  that  day  of  fulfill- 
ment comes,  let  us  at  least  agree  on  these 
propositions: 

1)  What  is  legal  is  not  necessarily  ethi- 
cal; and  what  is  ethical  may  at  times  be  ille- 
gal. 


2)  What  man  can  do  by  means  of  tech- 
nology should  sometimes  be  proscribed.  — 
Daniel  F.  Crowley,  M.D.,  member,  IMS  Scien- 
tific/Editorial Panel 

Osteoporosis  May  Be 
Inherited 

Osteoporosis  may  be  inherited,  accord- 
ing to  a study  recently  published  in  the  New 
Erigland  Journal  of  Medicine. 

However,  some  observers  noted  that 
mothers  and  daughters  often  share  similar 
eating  and  exercise  habits,  which,  rather 
than  genetics,  may  account  for  the  link. 

Osteoporosis,  which  decreases  the  den- 
sitv  of  bones,  causes  some  1.3  million  frac- 
tures  a year.  It  affects  primarily  women, 
who  may  become  more  susceptible  after 
menopause  because  of  lower  estrogen.  (From 
AM  NEWS) 

Surgery  Among  Most 
Stressful  Occupations 

Surgeons  have  the  fourth  most  stressful 
job  in  the  United  States,  according  to  the 
Jobs  Rated  Almanac.  Only  fire  fighters,  race 
car  drivers  and  astronauts  have  more  stress- 
ful occupations.  National  Football  League 
players  and  police  officers  have  slightly  less 
stressful  jobs.  Members  of  Congress  ranked 
18th;  lawyers  ranked  25th.  (From  AM  NEWS) 

Citing  Smoking  on 
Death  Certificates 

Utah  and  Oregon  have  become  the  first 
states  to  list  tobacco  use  as  a possible  factor 
on  death  certificates.  The  AMA  has  urged 
other  states  to  adopt  such  laws. 

The  measure  will  provide  valuable  evi- 
dence in  lawsuits  against  tobacco  companies, 
says  an  advocacy  group  made  up  of  physi- 
cians, attorneys,  academics  and  other  profes- 
sionals. 

Since  the  first  surgeon  general's  report 
on  the  dangers  of  smoking,  the  percentage 
of  Americans  who  smoke  has  declined  from 
40%  to  29%.  (From  AM  NEWS) 

(Continued  next  page) 
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AMA  Membership 

The  American  Medical  Association  ex- 
ceeded its  membership  and  revenue  projec- 
tions for  1988. 

In  a year-end  report  released  in  late  Feb- 
ruary, the  AMA  Division  of  Membership 
noted  the  association  had  260,339  members 
at  the  end  of  last  year,  6,616  (2.6%)  more 
than  at  the  end  of  1987.  One  state,  Montana, 
voted  in  1988  to  unify  with  the  AMA.  (From 
AM  NEWS) 

Anniversary  For 
Family  Physicians 

Family  physicians  recently  celebrated 
the  20th  anniversary  of  the  official  recogni- 
tion of  their  specialty  by  the  American  Board 
of  Medical  Specialties. 

Over  26,800  family  physicians  have 
graduated  from  the  381  FP  residency  train- 


ing programs  across  the  nation,  notes  the 
American  Academy  of  Family  Physicians. 
There  are  215  FP  departments  or  divisions  in 
U.S.  medical  schools. 

Over  33,000  FPs  have  been  certified  by 
the  American  Board  of  Family  Practice,  the 
first  such  board  to  require  recertification. 

The  AAFP  was  also  the  first  medical  group 
to  require  continuing  medical  education. 
(From  AM  NEWS) 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


The  complete 
journal  for 
famljy  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 

Fomily  Proctice  Rocortificotion  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 
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Marion  E.  Alberts,  M.D 


Hospitals  and  Health  Care 


A hospital  is  a living  organism,  made  up  of  many 
different  parts  having  different  functions,  but  all 
these  must  be  in  due  proportion  and  relation  to 
each  other,  to  produce  the  desired  general  results. 
The  stream  of  life  which  runs  through  it  is  inces- 
santly changing;  patients  and  nurses  and  doctors 
come  and  go,  today  it  has  to  do  with  the  results 
of  an  epidemic,  tomorrow  with  those  of  an  explo- 
sion or  fire.  The  reputation  of  its  physicians  or 
surgeons  attracts  those  suffering  from  a particular 
form  of  disease,  and  as  one  changes  so  do  the  oth- 
ers. Its  work  is  never  done;  its  equipment  is  never 
complete;  it  is  always  in  need  of  new  instruments 
and  medicines;  it  is  to  try  all  things  and  hold  fast 
to  that  which  is  good. 

— John  Shaw  Billings  (1838-1913) 


Those  words  in  an  address  by  Dr.  Bill- 
ings at  the  May  1 , 1889  opening  of  Johns 
Hopkins  Hospital  would  be  appropriate  at 
the  opening  of  a hospital  today.  The  fabric 
of  a hospital  remains  the  same,  only  the  pat- 
tern may  change.  Now,  100  hundred  years 
later,  the  hospitals  of  today  remain  viable, 
though  there  are  indications  some  are  suffer- 
ing the  pains  of  changes  in  delivery  of 
health  care. 

The  roundtable  discussion  reported  in 
this  issue  of  ioyja  medicine  presents  view- 
points from  several  sectors  of  the  hospital 
complex.  Social  changes  have  altered  the 
functioning  of  the  different  parts  of  the  hos- 
pital and  new  modalities  of  medical  and  sur- 
gical technology  have  been  directly  involved 


in  this  functioning.  Five  to  7 decades  ago, 
the  diseases  which  were  the  greatest  menace 
were  tertiary  syphilis  of  the  brain,  pulmo- 
nary tuberculosis,  acute  rheumatic  fever  and 
poliomylitis.  Richard  D.  Lamm,  former  gov- 
ernor of  Colorado,  elaborating  on  remarks 
by  Lewis  Thomas,  scholar-in-residence  at 
Cornell  University  Medical  School,  states  be- 
cause of  classic  clinical  research  these  4 dis- 
eases have  nearly  vanished  as  public  health 
problems  at  a cost  of  pennies  compared  to 
what  we  would  be  spending  if  they  were  yet 
with  us  today.  Lamm's  point  is  that  present 
high  technology  is  very  costly.  He  makes  an 
analogy  that  we  would  not  have  cured  polio- 
mylitis by  huge  expenditures  in  perfecting 
artificial  lungs,  any  more  than  we  will  un- 
derstand and  cure  heart  disease  by  huge  ex- 
penditures in  artificial  hearts. 

Admittedly,  Mr.  Lamm  has  proposed 
some  controversial  suggestions  in  the  past  in 
regard  to  rationing  of  certain  health  services. 
Those  suggestions  I do  not  argue  here.  We 
are  talking  about  hospital  care,  the  rendering 
of  health  care  in  the  hospital  and  the  costs 
thereof.  It  is  interesting  though  that  Mr. 
Lamm  is  a member  of  the  profession  that 
questions  whether  doctors  have  provided 
every  modality  of  diagnosis  and  treatment 
available  for  our  patients  so  we  are  not  cul- 
pable of  errors  of  omission  in  a malpractice 
action. 

Many  hospitals,  in  order  to  exist  or  due 
to  the  need  to  increase  profits,  have  become 

(Continued  next  page) 
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very  aggressive  in  their  marketing  of  health 
care.  A recent  article  in  The  Wall  Street  Jour- 
nal (February  27,  1989),  reports  on  actions 
being  taken  against  hospitals  for  paying 
bounties  for  physicians'  referrals.  Kickbacks 
to  physicians  are  considered  illegal  as  well 
as  unethical.  In  contrast  to  direct  kickbacks 
many  hospitals  are  purchasing  physicians' 
practices  as  well  as  fostering  specialized  clin- 
ics as  part  of  their  marketing  programs.  In 
years  past,  the  larger  hospitals  did  have  spe- 
cialty clinics,  but  they  were  a part  of  their 
charity  programs,  not  for-profit  seeking  of 
the  health  care  market. 

Medical  care  in  the  office  and  the  hospi- 
tal today  is  changing  rapidly.  Physicians, 
hospitals  and  consumers  must  exert  a con- 
certed effort  to  provide  the  best  possible 
health  care  at  the  least  cost  to  our  present 
and  future  generations.  Our  plea  is  for  coop- 
eration in  all  arenas  to  this  end,  and  the 
great  tradition  of  American  medicine  can  be 
maintained  second  to  none.  I am  sure  our 
readers  will  profit  from  the  comments  made 
by  the  roundtable  participants. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  1 00%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


lor  your  liiciiiliki  mafcaiiiiiis! 


We  specialize  in  buying  large  quantities  of  injectable  medications,  and  our 
volume  buying  enables  us  to  pass  along  incredible  savings  to  you. 

We  offer  the  same  brands  you  are  now  buying  as  well  as  generics,  and  ordering 
is  as  easy  as  dialing  our  toll-free  number. 


In  addition  to  our 


Check  these  features,  then  call  KDS  with  your  next  order. 

Most  orders  shipped  same  day 
No  minimum  order 
Trade  name  and  generic 
Toll-free  phone  number 
Free  syringes  with  most  items 
Licensed  pharmacist 


AZK 


Injectables 


Call  toll-free  1-8(XM21-1480  (in  Om^,  call  5934953)  8536  K Street  • Suite  6 • Omaha.  NE  68127 
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Richard  M.  Caplan^  M.D. 

CME  Notebook 


Education  Everywhere 


Everywhere  about  everything  puts  it  a 
little  strongly,  but  how  drab  life  would 
be  without  a little  hyperbole.  Consider  the 
matter  of  developing  "trigger  finger"  in  my 
left  thumb  and  middle  finger.  An  unpleasant 
condition  with  some  discomfort  and  func- 
tional impairment,  I knew  little  about  it. 

Now  I know  much  more.  As  Mark  Twain 
said,  "There  are  some  things  you  can  learn 
from  swinging  a cat  by  its  tail  that  you  can 
learn  in  no  other  way." 

How  we  lament  all  we  don't  know 
about  medicine,  while  there  is  so  much 
knowledge  — outside  even  my  broad  defini- 
tion of  CME  — waiting  to  be  encountered. 

The  easiest  mode  of  learning  must  be 
reading,  although  television  is  said  to  be  re- 
placing books  among  our  young.  With  tele- 
vision, one  would  rarely  record  and  replay  a 
choice  sentence,  as  I recently  reread  several 
times  this  sentence,  "One  swallow  does  not 
make  a summer,  but  one  skein  of  geese, 
clearing  the  murk  of  a March  thaw,  is  the 
spring."  What  a stunning  metaphor!  It 
comes  from  Sand  County  Almanac  by  Aldo 
Leopold,  an  Iowan  who  became  a leading 
ecologist,  conservationist  and  essayist  full  of 
eloquent  images,  gentle  good  humor  and 
profound  ideas.  Here  is  another  fragment  of 
his  that  delights  me: 


Dr.  Caplan  is  Assodate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


“My  dog,  by  the  way,  thinks  I have  much  to  learn 
about  partridges,  and,  being  a professional  naturalist,  I 
agree.  He  persists  in  tutoring  me,  with  the  calm  pa- 
tience of  a professor  of  logic,  in  the  art  of  drawing  de- 
ductions from  an  educated  nose.  I delight  in  seeing 
him  deduce  a conclusion,  in  the  form  of  a point,  from 
data  that  are  obvious  to  him,  but  speculative  to  my 
unaided  eye.  Perhaps  he  hopes  his  dull  pupil  will  one 
day  learn  to  smell." 

I feel  ashamed  to  be  among  the  "edu- 
cated" that  know  so  little  of  these  geese. 
Leopold  later  says  "our  spring  geese  makes 
daily  trips  to  corn,"  and  observes,  "a  spring 
goose  convention,"  in  these  illustrations  us- 
ing "geese"  as  a singular,  and  "goose"  as  a 
sort  of  plural.  Those  grammatical  surprises 
create  a fresh,  ponderable  image. 

Another  sentence  says,  "Once  again,  I 
would  I were  a muskrat."  My  pause  made 
me  shift  the  opening  phrase  to  test  how  the 
meaning  changed:  "I  would  I were  a mus- 
krat once  again."  That  pause  probably  hap- 
pened because  I was  reading  Leopold  as  an 
antidote  to  a medical  article  that  includes 

this  sentence:  " is  the  treatment  of 

choice  for  severe  necrotizing  vasculitis, 
which  is  steroid  resistant."  That  made  me 
ponder  the  enormous  difference  made  by  a 
comma  after  "vasculitis."  Try  the  2 ways. 

See  how  that  comma  could  influence  your 
therapy.  I wonder  if  the  author  gave  it  care- 
ful thought. 

There  is  so  much  to  learn.  And  I need 
to  start  watching  and  listening  better  for  the 
geese. 
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Practice  Management 


Selling  a Medical  Practice 


Mergers  and  acquisitions  are  difficult  is- 
sues for  physicians  and  hospitals.  Phy- 
sicians wish  to  obtain  maximum  value  for  their 
practice;  hospitals  are  concerned  about  shrink- 
ing revenues.  Now,  hospitals  and  physicians 
are  looking  to  each  other  for  help. 

Competition  from  hospitals  and  other 
physicians,  declining  reimbursement  and  con- 
sumerism among  purchasers  of  health  care  are 
impacting  physicians'  incomes.  Physicians  are 
pursuing  2 courses  of  action  to  maintain  or 
expand  their  income  level. 

The  first  course  is  increasing  efficiency 
while  expanding  revenue  base.  Physicians  are 
offering  new  programs  to  enhance  revenues. 
Family  practitioners,  for  example,  can  perform 
Holter  monitoring  and  enter  the  cardiac  re- 
habilitation market.  Physicians  can  also  en- 
hance their  operating  efficiency  through  work 
study  analysis,  billing  and  coding  programs 
and  aggressive  credit  and  collection  programs. 

In  many  areas,  joint  ventures  are  being 
undertaken  between  physicians  and  health 
care  institutions.  Some  hospitals  are  finan- 
cially assisting  physicians  in  expanding  an  ex- 
isting practice  or  establishing  a new  one.  This 
relationship  is  understandable.  Physicians 
control  hospital  admissions  and  many  hospi- 
tals view  physicians  as  logical  allies. 

On  the  other  hand,  physicians  feel  threat- 
ened by  a host  of  competitors  including  hos- 
pitals. Physicians  are  concerned  about  main- 
taining patient  control.  Hospitals  are  targeting 
the  ambulatory  market  and  providing  services 
traditionally  provided  by  physicians.  Individ- 
ual and  group  practices  lack  the  capital  to  bat- 
tle larger  competitors.  Physicians  generally 
distribute  all  their  earnings  and  funds  are  not 


This  article  was  authored  by  Stuart  Gaines,  a consulting  manager 
with  McGladrey  & Pullen,  Des  Moines. 


available  for  new  program  development  or 
practice  expansion. 

Once,  physicians  could  go  to  the  friendly 
banker  and  get  a loan  for  expansion.  However, 
bankers  have  begun  applying  the  same  finan- 
cial standards  to  a practice  as  they  would  to 
any  business  enterprise.  Positive  cash  flow  and 
collateral  value  are  needed  to  make  bankers 
happy. 

The  need  for  capital  to  expand  or  maintain 
market  position  and  a lack  of  available  credit 
are  forcing  many  physician  groups  to  move 
under  the  umbrella  of  an  institution.  Physi- 
cians can  merge  their  practice  with  other  phy- 
sicians, or  can  consider  an  outright  purchase 
of  their  practice  by  a party  such  as  a hospital. 

Proposed  legislation  under  the  Medicare 
Fraud  and  Abuse  Statutes  would  place  restric- 
tions on  the  purchase  of  physician  practices 
by  a hospital.  There  can  be  no  direct  tie  be- 
tween a purchase  price  and  the  number  of  pa- 
tients admitted  to  a hospital.  However,  hos- 
pitals will  continue  to  purchase  physician 
practices.  The  physician  who  controls  the  pa- 
tient has  intrinsic  value.  The  advantage  to  a 
physician  is  receiving  a cash  payment  for  the 
practice  and  being  relieved  of  management  re- 
sponsibility. 

In  valuing  a practice,  it  is  essential  for  a 
physician  to  have  comprehensive  demo- 
graphic information  on  his/her  patient  base, 
geographic  market  and  referral  pattern  infor- 
mation. This  allows  the  purchaser  to  analyze 
all  cash  flow  potential. 

There  are  many  rules  of  thumb  in  valuing 
a physician's  practice.  The  formulas  offered  in 
popular  literature  generally  overstate  the  value 
of  a practice.  The  positive  cash  flow  after  a nor- 
mal distribution  to  the  physician  represents 
the  true  economic  value  of  a practice.  The 
physician  must  be  aware  of  economic  realities. 


240  / Iowa  Medicine 


A medical  practice  does  not  have  great 
economic  value  unless  it  satisfies  a specific  need 
of  the  purchaser.  To  maximize  the  actual  dol- 
lars received  for  a practice,  the  physician  has 
2 options.  First,  practice  cash  flow  can  be  im- 
proved through  operating  efficiency.  Second, 
the  physician  should  carefully  identify  poten- 
tial suitors  who  would  most  benefit  from  the 
purchase  of  the  practice.  Be  aggressive  in  stat- 
ing what  you  want  from  a purchaser.  How- 
ever, you  should  fashion  the  proposal  with  a 
good  understanding  of  the  purchasers'  needs. 

Sale  of  a medical  practice  is  complex. 
Compensation  formulas,  governance,  practice 
autonomy,  working  hours  and  malpractice  tail 
insurance  all  have  a direct  impact  on  the  phy- 
sician's compensation  level.  To  prevent  bruised 
egos  the  physician  should  realistically  address 
these  issues  before  negotiations  begin.  These 
issues  can  make  or  break  a potential  relation- 
ship even  if  the  buyer  and  seller  agree  on  price. 

The  physician  may  feel  hospitals  have  the 
internal  expertise  to  handle  a practice  pur- 


'The  positive  cash  flow  after  a 
normal  distribution  to  the  physi- 
cian represents  the  true  economic 
value  of  a practice.' 


chase.  Hospital  management  may  be  compe- 
tent at  running  a hospital  but  do  not  neces- 
sarily understand  operation  of  a medical 
practice.  Therefore,  the  physician  should  plan 
not  only  the  sale  of  the  practice  but  its  inte- 
gration into  the  purchaser's  environment.  In 
many  cases  a hospital  will  accept  much  of  what 
the  doctor  proposes  if  it  is  presented  in  a co- 
herent format.  However,  if  the  hospital  is  left 
to  its  own  devices,  it  will  probably  develop  an 
integration  plan  which  resembles  operations 
with  which  they  are  familiar.  In  this  case,  the 
marriage  between  the  doctor  and  the  hospital 
will  probably  be  turbulent. 


REDUCE  YOUR  LOSS  RATIO 

How  often  has  your  staff  needed  to  locate  a missing  person?  How  often  have  they  sent  a file  to  an  outside  firm? 
How  often  has  that  person  still  not  been  found?  How  often  was  that  firm  very  expensive? 

Would  you  like  to  be  able  to  increase  your  company’s  in-house  find  ratio,  or  decrease  your  company’s  expense 
of  outside  locating  firms? 

Financial  Training  Institute  has  the  “How  to  Find  Missing  Persons”  Manual,  specifically  designed  to  help  anyone 
in  a commercial  environment,  find  missing  persons  on  their  own  and  increase  the  probability  of  collecting  from  a 
bad  account.  There  are  a variety  of  methods  and  concepts  contained  in  our  Manual  that  can  significantly  lower  the 
costs  of  finding  missing  persons.  This  Manual  also  shows  how  to  detect  social  security  number  fraud. 

The  “How  to  Find  Missing  Persons”  Manual  is  comprehensive,  yet  easily  understood,  and  has  been  found 
extremely  valuable  by  two  groups  involved  in  locating  or  collection,  the  novice  and  the  veteran.  Some  of  the 
organizations  that  are  benefiting  from  our  Manual  include: 

Insurance  Companies  Rental  Agencies  Medical  Associations 

Legal  Firms  Credit  Card  Systems  International  Corporations 

Banks,  Savings  & Loans  State  Loan  Commissions  Law  Enforcement  Personnel 

Credit  Unions  (students) 

Previous  users  of  this  Manual  have  found  that  most  companies  can  recover  their  purchase  price  by  resolving 
one  specific  past  or  future  case.  Users  also  find  that  the  Manual  increases  their  job  skills  enabling  them  to  dramatically 
change  their  department’s  value  to  the  company. 

“The  Nilson  Report”  (a  credit  card  executive  advisory  service)  recommended  the  original  “How  to  Find  Missing 
Persons”  Manual  to  every  business  in  issue  No.  164,  of  July  1981. 

The  Manual  is  authored  by  Don  Elliott.  His  background  includes  over  25  years  of  investigative  experience  as  a 
Naval  Intelligence  Officer,  Retail  Credit  Administrator,  and  Owner  of  Collection  Agencies. 

Wouldn’t  you  like  to  improve  your  firm’s  probability  of  successful  locating?  To  receive  your  copy  of  the  “How  to 
Find  Missing  Persons”  Manual  send  $79.95  to: 

FINANCIAL  TRAINING  INSTITUTE,  INC. 

5100  West  164th  Street,  Suite  21 
Cleveland,  Ohio  44142 

Your  Manual  will  arrive  marked  for  your  personal  attention  only. 
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David  L.  Thomas,  M.D. 

PRO  Update 


Managing  PRO  Review  Changes 


(This  is  the  final  article  in  a series  written  to  inform 
IMS  members  of  forthcoming  changes  in  the  PRO 
Medicare  review  program.  David  Thomas,  M.D.  is 
a family  practitioner  in  Marshalltown.  Dr.  Thomas 
is  chairperson  of  the  IFMC's  Comprehensive  Review 
Committee  and  a member  of  the  IFMC  Executive 
Committee  and  Board  of  Directors.) 

This  column  has  outlined  major  proce- 
dural changes  made  in  Medicare  PRO  re- 
view on  April  1.  It  is  the  IFMC's  hope  that  a 
majority  of  you  were  prepared  for  these 
changes  prior  to  implementation.  Many  of  you 
have  attended  the  IFMC's  physician  training 
seminars.  You  have  learned  about  new  review 
programs  during  IMS  Executive  Council  and/ 
or  Committee  on  Medical  Service  meetings, 
IFMC  Provider  Advisory  Committee  meetings 
or  discussions  held  in  hospitals.  All  of  you 
have  received  information  through  iowa  med- 
icine, the  IFMC  NEWS  and  the  recently-dis- 
tributed "Physician  Reference  Manual." 

Of  course,  the  IFMC  anticipates  questions 
while  providers  adjust  to  the  new  require- 
ments. If  you  have  a concern,  contact  the  IFMC 
and  ask  to  speak  with  the  review  manager  for 
your  hospital.  It  is  to  our  advantage  and  your 
advantage  to  ensure  the  process  runs 
smoothly.  After  talking  to  several  provider 
groups  about  possible  implications  of  the  new 
changes.  I'm  convinced  the  majority  of  ques- 
tions generated  by  the  new  review  will  be  ad- 
ministrative rather  than  clinical  in  nature. 

The  same  "rule-of-thumb"  that  has  al- 
ways helped  physicians  with  the  review  proc- 


ess applies  to  the  new  requirements.  Clear  and 
thorough  documentation  — in  acute  and  non- 
acute care  settings  — will  help  you  avoid  ad- 
verse review  determinations.  Specifically; 

• Explain  why  the  patient  requires  a pro- 
cedure or  hospitalization.  Has  outpatient  man- 
agement been  attempted?  Is  a more  conserv- 
ative method  of  treatment  available? 

• Make  sure  all  abnormal  laboratory  re- 
sults have  been  addressed  — whether  or  not 
they  pertain  to  the  principal  diagnosis. 

• Review  your  chart  for  accuracy  and 
completeness.  This  will  help  promote  effective 
patient  care  and  positive  review  results. 

• Don't  leave  loose  ends  upon  discharge 
— if  the  patient  will  go  home  with  a continuing 
illness,  explain  why,  and  relay  your  plans  to 
monitor  or  correct  the  condition. 

Td  like  to  close  with  a reference  to  an  ar- 
ticle I wrote  for  the  Summer,  1987  IFMC  NEWS, 
entitled,  "Tips  on  How  to  Avoid  Adverse  Re- 
view Decisions": 

The  key  to  avoiding  problems  with  the 
PRO  is  careful  and  complete  documen- 
tation. Most  risk  management  speakers 
stress  the  same  need  ...  in  order  to  avoid 
legal  problems.  We  as  physicians  accept 
this  from  a lawyer  or  a risk  manager,  but 
seem  to  bristle  when  the  IFMC  makes  the 
same  suggestions.  We  become  even  more 
aggravated  if  one  of  our  own  charts  is  crit- 
icized by  a peer  reviewer.  If  I have  a choice, 

I would  rather  have  a peer  reviewing  my 
charts  than  an  attorney,  or  someone  else 
outside  the  profession. 
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MOST  OF  THE  f EOPLE  IN  THIS 
BUILDING  ilAVE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMP  AC  helps  make  sure  that  our  views  are  heard! 

IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non -physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  allects  our 
patients  and  our  prolessionl 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  / West  Des  Moines.  Iowa  / Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  lA  50265,  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
contributions  should  be  written  on  a personal  check, 


Drug  Therapy  Review 


Ionic  and  Non-ionic  Contrast 
Media  and  Reactions 


SHORTLY  AFTER  THE  DEVELOPMENT  of  the 
X-ray  examination  it  became  apparent 
body  cavities  and  hollow  organs  could  not  be 
visualized  by  the  conventional  radiograph.  In 
the  1950s,  the  present  day,  reasonably  non- 
toxic contrast  media  became  available. 

Three  of  the  most  commonly  used  prod- 
ucts are  Hypaque,  Renografin  and  Conray. 
These  products  are  tri-iodinated  deriv^atives  of 
benzoic  acid.  In  the  50%  solution,  Hypaque  is 
only  sodium  diatrizoate  and  Renografin  60  is 
a mixture  of  meglumine  diatrizoate  52%  and 
sodium  diatrizoate  8%.  Conray  60  changes  the 
order  of  carbon  and  nitrogen  atoms  in  the  or- 
ganic radical  substituted  in  the  3 position  of 
the  benzene  ring.  The  generic  name  for  the 
compound  is  meglumine  iothalamate. 

Both  the  diatrizoate  and  iothalamate  com- 
pounds have  a carboxyl  group  in  the  1 position 
on  the  benzene  ring.  At  the  2,  4,  6 position 
iodine  atoms  are  attached  and  at  the  3,  5 po- 
sition short  chains  containing  carbon,  oxygen, 
nitrogen,  and  hydrogen.  These  3 contrast  me- 
dia products  can  be  used  interchangeably  and 
will  achieve  the  same  radiographic  results.  The 
meglumine  salts  are  less  irritating  than  sodium 
salts  to  the  arterial  endothelium  and  are  usu- 
ally used  for  angiography. 

All  these  products  are  supplied  in  25%, 
50%  and  75%  solutions.  The  25%  solutions 
have  approximately  150  mg  of  iodine  per  mil- 
liliter (ml),  50%  solutions  have  approximately 
300  mg  of  iodine  per  ml  and  the  75%  solutions 
vary  from  370  to  400  mg  of  iodine  per  ml.  The 
greater  amount  of  iodine  per  ml,  the  more  ab- 


This  article  was  written  by  Robert  C.  Brown,  M.D.,  Professor  of 
Radiology,  University’  of  Iowa  Hospitals  and  Clinics.  It  was  edited  by 
John  Kasik,  M.D. 


sorption  of  radiation  by  the  iodine  and  the 
greater  contrast  in  the  x-ray  film  compared  to 
surrounding  tissues.  Because  of  overlying  body 
tissues  there  is  frequently  very  little  difference 
in  contrast  seen  between  the  50%  and  the  75% 
solution. 

The  recommended  dosage  of  contrast  me- 
dia injections  is  variable.  In  excretory  urog- 
raphy, one  group  advocates  one  ml  per  pound 
of  body  weight  while  another  group  advocates 
one  ml  per  kilogram.  The  dose  usually  used 
in  adult  excretory  urography  is  100  ml  regard- 
less of  weight  with  additional  injections  made 
in  extremely  obese  individuals.  In  situations 
where  multiple  injections  are  given  a maxi- 
mum dosage  of  200  ml  has  been  set.  In  inter- 
ventional radiography  the  maximum  dosage 
is  5 ml  per  kilogram  but  this  amount  is  rarely 
given. 

The  main  concern  is  reactions  to  contrast 
media. ^ Minor  reactions  include  hives,  nausea 
and  vomiting,  rashes  and  mumps  which  is 
really  a chemical  parotiditis.  Major  reactions 
are  pulmonary  edema,  asthma,  cardiovascular 
collapse,  respiratory  collapse  and  death. 

The  mechanism  of  contrast  media  reac- 
tions is  poorly  understood  and  in  all  proba- 
bility there  is  no  simple  answer  to  this  per- 
plexing problem.  In  spite  of  the  fact  some 
reactions  appear  to  be  allergic  in  nature,  an 
antigen-antibody  relationship  has  never  been 
proven.  Chemical  structure  of  the  various  con- 
trast media  agents  do  not  have  an  antigenic 
potential.  The  anxiety  or  emotional  state  of  the 
patient  has  been  implicated  and  may  contrib- 
ute to  sensitizing  the  patient  for  a reaction. 
Rapid  injection  of  contrast  media  produces  a 
warm  flush  and  a metallic  taste.  If  the  patient 
is  not  warned  of  these  occurrences,  they  may 
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TABLE  1 


Generic  Name 

Molecular 

Weight 

Acute 

Lethal 

Dose 

in  Mice  PC* 

Density 

20°C, 

g/ml 

Viscosity 

37°C, 

mPa.s 

Osmolality 

Osm/kg 

Ionic  monomer 

Diatrizoate 

613 

7.5  0.045 

1.34 

4.2 

1.57 

Ionic  dimer 

loxoglate 

1269 

13.4  0.104 

1.32 

6.2 

0.56 

Non-ionic  monomer 

lohexal 

821 

24.2  0.070 

1.35 

6.3 

0.67 

lopamidol 

777 

22.1  0.113 

1.33 

4.7 

0.62 

Plasma 

1.05 

1.2 

0.3 

* PC  = partition  coefficient  in 

butanol  and  water  at  pH  7,6  and  0.01  mg/ml  of  iodine. 

TABLE  2 

Low-Risk  Patients 

High-Risk  Patients 

Total 

Mild 

Moderate 

Severe 

Mild 

Moderate 

Severe 

Ionic  media* 

3.65 

3.22 

0.24 

0.09t 

5.63 

1.91 

0.31 

Non-ionic  mediat 

1.53 

1.26 

0.11 

0 

1.54 

0.12 

0.03 

* Total  ionic  examinations:  46,262,  ionic  low-risk  examinations:  45,304,  ionic  high-risk  examinations:  958. 
t Two  deaths  in  this  group. 

t Total  non-ionic  examinations:  14,738,  non-ionic  low-risk  examinations:  7,731,  non-ionic  high-risk  examinations:  7,007. 


be  part  of  events  which  trigger  the  reactions. 
Passage  of  contrast  media  across  the  blood- 
brain  barrier  has  been  noted,  but  the  dosage 
from  intravenous  administered  contrast  media 
would  not  seem  to  be  sufficient  to  cause  idio- 
syncratic reactions.  Changes  in  red  blood  cells 
such  as  aggregation  and  deformation  have  been 
well  documented  and  are  thought  to  be  caused 
by  the  hyperosmolar  media.  However,  this 
type  of  involvement  has  not  been  demon- 
strated as  a cause  of  severe  reactions. 

Bronchospasm  and  pulmonary  edema 
may  also  occur  when  contrast  media  enters  the 
pulmonary  circulation.  Maximum  and  me- 
dium excretory  respiratory  flow  and  forced  ex- 
cretory respiratory  volumes  are  generally  re- 
duced during  excretory  urography  and  the 
question  is  whether  subclinical  bronchospasm 
and  the  occasional  bronchospasm  are  mani- 
festations of  the  same  phenomenon.  Pulmo- 
nary edema  may  develop  rapidly  or  several 
hours  after  the  examination.  This  condition  has 
been  observed  in  healthy  adults  and  children 
without  heart  disease.  The  exact  mechanism 
is  unknown.  Obstruction  of  the  pulmonary 
capillaries  by  red  cells  and  other  toxic  effects 
of  contrast  media  have  been  implicated.  Com- 
plement activation  is  another  prominent  the- 


ory as  to  the  cause  of  these  reactions.  This  very 
complex  problem  has  been  investigated  by 
Lasser.  The  role  of  complement  and  histamine 
release  reactions  has  not  been  completely  ex- 
plained and  more  investigation  is  needed. 

How  common  are  these  reactions?^  All  ad- 
verse reactions  to  contrast  media,  including 
minor  reactions  requiring  no  treatment,  occur 
in  about  5%  of  those  injected.  Intermediate 
reactions,  which  require  treatment  but  are  not 
life  threatening,  occur  in  1%.  Severe  life- 
threatening  reactions  requiring  hospitalization 
occur  in  0.05%  of  those  injected  or  about  one 
in  2,000  persons  into  whom  the  contrast  media 
is  injected.  The  most  severe  reactions,  cardiac 
arrest  and  death,  occur  0.017%  and  0.0025% 
respectively. 

In  the  last  4 or  5 years  new  contrast  media 
have  been  introduced  in  this  country.  The  non- 
ionic low-osmolar  type  of  compounds  are  lox- 
oglate  (Hexabrix),  lohexal  (Omnipaque)  and 
lopamidol  (Isovue).  lohexal  and  lopamidol  are 
non-ionic  monomers  and  loxoglate  is  an  ionic 
dimer.  (See  Table  1.)^ 

These  new  products  have  reduced  the  re- 
action rate  as  noted  in  Table  2. 

(Continued  next  page) 
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The  use  of  the  newer  low  osmolar  contrast 
media  is  much  preferred  over  products  which 
ionize.  Unfortunately,  these  new  products  are 
more  difficult  to  manufacture  and  thus  more 
costly  than  ionic  compounds  now  in  use.  Both 
lohexal  and  lopamidol  cost  in  the  $50.00/50  ml 
range.  Hypaque  or  Renografin  costs  approxi- 
mately $1.80/50  ml.  This  increased  cost  has 
placed  a tremendous  financial  burden  on  the 
health  care  industry. 

At  many  institutions  across  the  nation, 
specific  groups  of  patients  have  been  selected 
to  receive  the  non-ionic  low  osmolar  contrast 
media.  At  the  University  of  Iowa,  we  have 
selected  the  following  groups  of  high  risk  pa- 
tients: all  infants  under  1-year  of  age,  all  pa- 
tients who  require  sedation  in  order  to  per- 
form the  examination,  all  patients  who  have 
had  a serious  reaction  to  contrast  media  in 
the  past  and  patients  who  are  considered  high 
risk. 

In  1980  Lasser  led  a multi-institutional 
prospective  study  of  the  use  of  corticosteroids 
in  alleviating  the  severity  of  reactions  to  con- 
trast media. One  group  was  given  methyl- 
prednisolone  (Medrol,  Upjohn)  32  mg  oral  tab- 
let the  evening  prior  to  the  scheduled  contrast 
medium  injection  and  another  tablet  was  given 
2 hours  prior  to  the  injection.  The  second  group 
was  given  a single  32  mg  Medrol  tablet  2 hours 
prior  to  the  contrast  medium  injection.  Two 
other  groups  were  given  placebos  in  similar 
dosage  regimes.  The  study  was  compared  to 
a study  conducted  in  Germany  using  a no  pre- 
treatment, non-ionic  contrast  media  method. 

The  results  of  Lasser's  study  show  pre- 
treatment with  corticosteroids  at  least  12  hours 
and  2 hours  prior  to  the  contrast  medium  in- 
jection will  lower  the  reaction  rate  in  all  cate- 
gories of  reactions  to  those  of  the  non-ionic 
contrast  media  group.  Those  patients  who  re- 
ceived a single  dose  of  methylprednisolone  2 
hours  prior  to  injection  of  contrast  medium  did 
not  show  a reduction  in  the  reaction  rate.  In 
the  high  risk  group,  (those  with  a history  of 
any  allergy  or  a previous  reaction  to  contrast 
media)  1.5%  of  the  methylprednisolone  group 
needed  treatment  for  reaction,  1.2%  of  the  non- 
ionic group  needed  treatment  for  a reaction 
and  5.63%  of  those  receiving  ionic  contrast  me- 
dia had  reaction  (Table  2).^ 

In  conclusion,  it  would  seem  the  use  of 
corticosteroids  at  least  12  hours  prior  to  an 
ionic  contrast  medium  injection  and  again  2 


hours  prior  to  the  injection  would  reduce  the 
number  of  contrast  media  reactions. 

For  high  risk  patients  use  of  this  regime 
or  the  use  of  non-ionic  contrast  media  would 
be  equally  satisfactory  for  preventing  recur- 
rence of  serious  reactions.  Patients  with  active 
tuberculosis,  diabetes  mellitus  or  history  of 
peptic  ulcer  may  not  be  candidates  for  pred- 
nisone therapy  and  therefore  should  receive 
the  non-ionic  contrast  media. 

Using  either  of  these  methods  in  high  risk 
patients  still  carries  a small  risk.  Therefore, 
equipment  and  trained  personnel  to  deal  with 
these  reactions  must  be  readily  available  when 
the  contrast  media  is  used. 
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“I  want  a 

malpractice  carrier 
that  knows  how  to 
fiffht.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  Wh’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 
And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawvers  in  your  area.  We 
will  never  waver  from  this  commitment. 


■equ 

/itn 


financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


lii  t j r,:  P e 8tc»i w tv.  ^ 

Serving  Iowa  Physiciam  Since  1920. 


Gerry  Smeader,  Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Iowa  Department  of  Public  Health 


Disability  Prevention  Program 


The  IOWA  DEPARTMENT  OE  PUBLIC  HEALTH 

(IDPH)  announces  the  creation  of  the  Dis- 
ability Prevention  Program  made  possible  by 
a grant  from  the  Centers  for  Disease  Control. 
The  department's  grant  application  was  de- 
veloped using  the  concepts  contained  in  "The 
Iowa  State  Plan  for  the  Prevention  of  Devel- 
opmental Disabilities." 

The  plan  was  a project  of  the  Iowa  Gov- 
ernor's Planning  Council  for  Developmental 
Disabilities.  Its  stated  purpose  was  to  con- 
struct a blueprint  to  guide  legislative,  execu- 
tive, state  agency,  professional  association  and 
voluntary  agency  disability  prevention  activi- 
ties in  Iowa.  The  plan  contains  4 components 
which  focus  on  preconception,  prenatal  and 
perinatal  periods;  infancy  and  preschool  years; 
later  childhood  and  adolescence;  and  special 
considerations  in  Iowa.  (Copies  are  available 
from  Karon  Perlowski  at  515/281-7632.) 

The  3-year  grant  seeks  to  build  Iowa's 
health  care  capacity  by:  1)  creating  an  Office 
of  Disability  Prevention  within  the  IDPH;  2) 
staffing  this  office  with  knowledgeable  per- 
sons who  will  assist  with  coordinating  and  de- 
veloping community-based  programs;  3)  cre- 
ating an  advisory  body;  4)  developing  a 
disabilities  surveillance  and  evaluation  plan 
and;  5)  planning  and  implementing  commu- 
nity prevention  projects. 

Planning  activities  for  3 community-based 
projects  will  be  implemented  in  Ottumwa  and 
Marshalltown  during  the  first  year  of  the  pro- 
gram. The  first  project  in  Ottumwa  will  be  a 
coordinated  program  to  prevent  primary  dis- 
abilities related  to  newborn  risk  factors  — low 
birth  weight,  pre-term  births,  birth  defects  and 
cognitive  motor  and  sensory  disabilities.  The 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


goal  of  this  program  is  to  identify  high-risk 
individuals  and  provide  early  intervention. 

The  second  project  will  seek  to  prevent 
injury-related  disabilities  in  rural  settings.  An 
expansion  of  the  Iowa  Agriculture  Health  and 
Safety  Service  Program  initiated  by  the  Iowa 
Legislature  in  1987,  this  project  will  focus  on 
preventing  childhood  disabilities  caused  by 
farm  accidents,  poisonings  and  related  causes. 
The  Marshalltown  project  will  be  coordinated 
with  the  Worksafe  Iowa  Program  through  the 
University  of  Iowa's  Institute  of  Agriculture 
Medicine  and  Occupational  Health. 

The  third  project  will  be  a coordinated 
system  to  prevent  secondary  disabilities  dur- 
ing infancy  and  preschool  years.  This  project, 
also  based  in  Ottumwa,  will  seek  to  reduce  the 
physical,  psychosocial  or  environmental  con- 
ditions associated  with  developmental  disa- 
bilities in  infants,  toddlers  and  preschoolers. 
Also,  the  project  seeks  to  mitigate  the  effects 
of  these  impairments  through  early  detection 
and  appropriate  treatment. 

Each  of  these  projects  and  those  yet  to  be 
developed  will  emphasize  community-based 
planning  and  operation,  coordination  of  ex- 
isting state  and  local  services,  active  involve- 
ment by  public  and  private  providers  and  par- 
ticipation by  parents,  consumers  and  other 
citizens.  Each  project  will  be  enhanced  by 
technical  assistance  and  access  to  resources 
from  the  Iowa  Department  of  Public  Health 
and  the  University  of  Iowa. 

For  more  information  on  the  Disability 
Prevention  Program,  contact  Roger  Chapman 
at  515/281-6646. 

Iowa  Certified  Ophthalmic 
Dispensers 

In  accordance  of  Iowa  Code  section 
153.  A. 7,  it  is  the  responsibility  of  the  Iowa  De- 
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partment  of  Public  Health  to  send  a list  con- 
taining the  names  and  addresses  of  each  cer- 
tified ophthalmic  dispenser  to  each  physician 
and  surgeon,  osteopathic  physician  and  sur- 
geon and  optometrist  licensed  to  practice  in 
Iowa. 

Michael  E.  Barber  #2 
1644  7th  Ave.  S. 

Clinton,  lA  52732 

Diane  R.  Djuren  #18 
107  South  17th  Street 
Clear  Lake,  lA  50428 

Karolyn  Sorge  #19 
506  Barrick  Rd. 

Janesville,  lA  50647 

Henry  Stromenger  #5 
1144  Americana  Park,  #37 
Des  Moines,  lA  50314 

Kenneth  Tatro  #9 
1457  NE  96th 
Altoona,  lA  50009 

David  Uhde  #13 
1442  North  Virginia 
Mason  City,  lA  50401 


Marshalltown 
Medical  & Surgical 
Center 

presents: 

"Gastric  Factors  Influencing 
Gastroesophageal  Reflux  Disease" 

Faculty:  Tom  Ryan  DeMeester,  M.D. 
Chairman  and  Professor,  Department  of  Surgery 
Creighton  University 
Omaha,  Nebraska 

Tuesday,  May  30,  1989 

Conference  Rooms  A & B 
Marshalltown  Medical  & Surgical  Center 
6:30  p.m. 

$5  registration  fee  required  for  CME  credit. 
Complimentary  meal  provided  prior  to  presentation. 
Advance  Registration  is  requested  for  CME  credit 
and  meal  reservation. 

Contact:  Mary  Foley,  RN,  BSN 
3 South  4th  Avenue 
Marshalltown,  Iowa  50158 
515/754-5003 

Approved  by  Creighton  University  for  one  hour  of 
Category  1 Certified  Medical  Education  units. 


Manuscript  Information 
for  Authors 

Papers  submitted  must  be  double  spaced; 
triple  spaced  between  paragraphs  on  8V2  x 11 
pages.  A title  page  and  a short  abstract  sum- 
marizing the  article  should  be  included.  Due 
to  space  constraints,  brief  papers  (ideal  length 
is  5 double  spaced  typewritten  pages)  have  a 
better  chance  of  timely  publication.  If  possible, 
2 copies  should  be  submitted. 

All  persons  designated  as  authors  of  a 
particular  article  should  have  participated  suf- 
ficiently in  the  work  to  take  public  responsi- 
bility for  the  concept. 

The  paper  will  be  reviewed  by  the  pub- 
lications committee  and  a follow-up  letter  will 
be  sent  to  the  author,  either  accepting  or  re- 
jecting the  article. 

All  material  is  subject  to  editing  by  the 
staff  copy  editor  to  assure  clarity  and  good 
grammar  and  to  conform  to  iowa  medicine  style 
and  format.  The  author  will  receive  galley  proof 
of  the  paper  prior  to  publication  to  check  for 
inaccuracies,  but  no  rewriting  may  be  done 
after  the  manuscript  is  set  in  galleys. 

Please  follow  the  reference  list  style  as 
published  in  current  issues  of  iowa  medicine. 
If  the  reference  list  contains  more  than  10  ref- 
erences, it  will  not  be  published  with  the  paper 
but  retained  at  iowa  medicine  and  copied  upon 
request. 

Tables  should  be  numbered  and  typed  on 
a separate  sheet.  They  should  supplement,  not 
duplicate,  the  text.  Considering  the  produc- 
tion cost  of  tables  and  photos,  only  a limited 
number  can  be  accepted  with  each  article. 

Photos  should  be  black  and  white  glossy 
prints.  Some  color  photos  are  acceptable  if  the 
contrast  is  good. 

Line  drawings  are  acceptable  if  they  are 
dark  and  can  be  reduced  to  fit  in  one  column. 

IOWA  MEDICINE  accepts  only  material  which 
has  not  been  submitted  or  published  else- 
where. When  a paper  is  accepted  for  publi- 
cation, the  editors  reserve  the  right  to  publish 
it  when  appropriate  or  when  space  is  avail- 
able. Papers  submitted  by  IMS  physician 
members  are  given  first  priority. 

Papers  should  be  submitted  to: 

IOWA  MEDICINE 

1001  Grand  Avenue 

West  Des  Moines,  Iowa  50265 
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Spilt  Milk* 

The  Advertising  Used  by  Professionais 


Now  there’s  a way  to  get  your  name  out  in  your 
community — without  the  usual  advertising  ethical  taboos 
which  face  doctors  and  members  of  other  elite  professions. 

It  S called  Spilt  Milk  ad  safety  cartoons — a public  service 
method  of  advertising  in  newspapers  and  other  print  media. 
Spilt  Milk  cartoons  combine  humor  with  a safety  incident  and 
create  a special  message  from  you  to  your  community. 

Advertisers  build  a positive  image  and  create  name 

recognition  all  at  the  same  time! 


Consider  these  advantages: 

■ it’s  unique — readers  will  look  for  the  new  cartoon  week 
after  week 

■ an  exclusive-use-guarantee  for  the  publications  of 
your  choice 

■ it  will  increase  your  office  volume  through  name 
recognition 

■ it  will  benefit  those  in  your  community  with  its 
unique  message 

■ it’s  inexpensive — a low,  monthly  rate  plus  your 
newspaper  space  charge  is  all  of  the  cost  iiwolved 

All  you  have  to  do  is  arrange  space  with  the  newspaper 
of  your  choice  and  we’ll  send  you  a new  set  of  cartoons 
each  month. 

Interested?  Respond  today  for  further  information  by  calling 
1-800-448-8779  or  2 55-8779  in  Des  Moines.  If  you  prefer,  complete  the  coupon  and  send  it 
to  the  address  below  and  we  will  contact  you  with  further  information. 

B^KRDBRIDGE 

m\\\V  PRODUCTIONS 

PO  BOX  2185  ( DES  MOINES  lA  50310-0185 

1-800-448-8779 


Name  

Address  

City/State/Zip 

Tentative  news- 
paper of  choice 


Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  iMBHiiliP  defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


r\RAFATE‘ 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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arafate' 


^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  after  the  post-healing 
frequency  or  seventy  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
ametidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CAFtAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Flowever, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailabiirty 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumongenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  howevec  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  assodated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  dunng  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination 
HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenfero/ 1987;9(4):395-399 
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Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY.  MO  64137 
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YOCON* 

YOHIMBINE  HCI 


Descriptton:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  In  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  durabon.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informahon  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3  '*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  , p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,TheJournal  of  Urology  128: 

45-47,  1982. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


Medical  News/Products  and  Programs 


ALIMENTUM®  PROTEIN  HYDROLYSATE 
FORMULA  — Ross  Laboratories,  a division  of 
Abbott  Laboratories,  recently  introduced  a new 
formula  for  infants  who  are  sensitive  to  cow's 
milk  and  other  proteins  or  who  have  difficulty 
digesting  fat.  The  new  product,  Alimentum® 
Protein  Hydrolysate  Formula  with  Iron,  is  the 
result  of  more  than  3 years  of  research  and 
development  by  Ross,  the  maker  of  Similac® 
Infant  Formulas,  Isomil®  Soy  Protein  Formulas 
and  a full  line  of  infant  nutrition  products. 
Most  infants  with  allergies  or  sensitivities  to 
cow's  milk  and  other  proteins  are  managed 
quite  well  on  existing  soy-based  formulas,  such 
as  Isomil®. 

Alimentum®  is  designed  for  babies  who 
cannot  tolerate  a standard  milk-based  formula 
or  a soy  formula  (1%  or  less).  Alimentum®  is 
available  now  in  a ready-to-feed,  liquid  form. 
The  formula  will  be  promoted  only  to  health 
care  professionals.  Babies  allergic  to  ordinary 
milk  proteins  and  to  soy-based  formulas  are 
typically  able  to  tolerate  milk  protein  that  has 
been  broken  down  or  predigested  into  smaller 
components,  a process  called  hydrolysis.  Gen- 
erally, the  more  extensively  hydrolyzed  a pro- 
tein, the  less  antigenic  (allergy-causing)  it  is. 

In  addition  to  infants  with  protein  sensi- 
tivity, Alimentum®  is  appropriate  for  infants 
with  chronic  intractable  diarrhea,  multiple  food 
allergies,  acute  and  chronic  protein-energy 
malnutrition,  carbohydrate  malabsorption  and 
galactosemia. 

ULTRASHARP  ELECTROSURGERY  NEEDLE 

— A new  tungsten  alloy  microdissection  needle  was 
recently  released  to  market  by  the  Federal  Drug 
Administration.  The  Colorado  Needle  is  a Bovie- 
type  (monopolar)  electrosurgery  device  featuring  an 
ultrasharp  point  which  permits  more  delicate  and 
precise  microsurgery  at  lower  power  than  is  possible 
using  other  electrodes.  Only  5 to  10  watts  of  power 
are  needed  in  the  cutting  mode.  Therefore  the  tissue 
temperature  rise  one  mm  from  the  dissection  plane 
is  estimated  to  be  no  more  than  5°C,  resulting  in 
faster  healing  and  less  scarring.  The  needles  are 


supplied  in  various  lengths,  insulated  or  uninsu- 
lated. Contact  Colorado  Biomedical,  Inc.,  6851 
Highway  73,  Evergreen,  Colorado  80439.  Phone 
303/674-5447  or  800/824-8454.  Patent  is  pending. 

ONCE-A-DAY  ANTIHISTAMINE  NOW 
AVAILABLE  — J anssen  Pharmaceutica,  a 
Johnson  and  Johnson  Co.,  announced  recently 
Hismanal®  (astemizole),  a once-a-day  antihis- 
tamine, is  available  by  prescription.  His- 
manal® offers  several  advantages:  1)  24-hour 
allergy  protection  through  once-a-day  dosage; 
2)  effectiveness  throughout  the  allergy  season 
— Hismanal®  does  not  lose  its  effectiveness 
over  several  weeks  of  therapy  and  3)  His- 
manal® has  been  used  for  more  than  20  million 
patient  months,  in  105  countries  worldwide. 

Hismanal®,  an  H-1  histamine  antagonist, 
is  a new  antihistamine  with  no  sedative  effect 
greater  than  placebo.  Animal  studies  show 
Hismanal®  does  not  readily  cross  the  "blood- 
brain  barrier,"  a characteristic  which  may  ex- 
plain its  lower  incidence  of  sedative  effects  than 
the  classical  antihistamines. 

Astemizole  is  indicated  for  the  treatment 
of  seasonal  allergic  rhinitis  and  chronic  idi- 
opathic urticaria.  Hismanal®  has  not  been 
studied  in  acute  exposure  to  allergens. 

TEST  KIT  FOR  ANTIBODIES  TO  HTLV-I  — 

Biotech  Research  Laboratories,  Inc.  has  begun  to 
market  a Western  Blot  test  kit  for  antibodies  to 
HTLV-I  (Human  T-Lymphotropic  Virus  type  I),  a 
retrovirus  that  can  cause  adult  T-cell  leukemia  and 
other  neurological  disorders.  HTLV-I,  believed  to 
have  an  incubation  period  of  over  20  years,  is  trans- 
mitted by  the  same  means  as  retrovirus  HIV  (Hu- 
man Immunodeficiency  Virus)  that  causes  AIDS, 
through  transfusions  of  contaminated  blood,  sexual 
contact  and  sharing  of  hypodermic  syringes. 

Biotech  has  been  jointly  manufacturing  the  HIV 
ELISA  test  with  DuPont  since  1985  and  received 
an  FDA  product  license  for  the  HIV  Western  Blot 
test  in  1987.  All  of  the  company's  HIV  and  HTLV- 
I tests  are  being  marketed  by  DuPont  to  blood  cen- 
ters and  clinical  laboratories  worldwide. 
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About  Iowa  Physicians 


Dr.  Ralph  Congdon,  a Davenport  orthopedic 
surgeon,  was  recently  honored  by  the  Iowa 
High  School  Athletic  Association  for  his  serv- 
ice as  a team  physician  for  athletic  teams  in 
the  Davenport  school  system  for  the  past  16 
years.  Dr.  Douglas  R.  Koontz  has  joined  Dr. 
Robert  Jones  and  Dr.  Randy  Winston  at 
Neuro-Associates,  Des  Moines.  Dr.  Koontz  re- 
ceived the  M.D.  degree  from  the  University  of 
Oklahoma  College  of  Medicine  in  Oklahoma 
City,  Oklahoma  and  also  completed  his  resi- 
dency there.  He  practiced  in  Enid,  Oklahoma 
prior  to  locating  in  Des  Moines.  Dr.  Robert  W. 
Clemons,  Jr.  has  joined  Boone  Medical  Spe- 
cialties. Dr.  Clemons  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and  com- 


pleted a residency  in  family  medicine.  Prior  to 
joining  Boone  Medical  Specialties,  Dr.  Clem- 
ons provided  trauma  and  emergency  services 
to  Mercy  Health  Center  in  Dubuque.  Dr.  Sid- 
ney Smith  has  retired  after  a 33-year  family 
practice  in  Oskaloosa.  Dr.  Smith  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  interned  at  Sacramento  County  Hospital, 
Sacramento,  California.  Dr.  Ben  Bagon  has 
joined  the  staff  at  Worthington  Medical  Center 
in  Worthington,  Minnesota.  Dr.  Bagon  had 
practiced  in  Humboldt  since  1971.  Dr.  William 
A.  Audeh  has  retired  after  25  years  as  a general 
surgeon  in  Cedar  Rapids.  Dr.  Audeh  received 
the  M.D.  degree  from  the  Medical  School, 
American  University  of  Beirut,  Beirut,  Leba- 


HAWKEYE 
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SUPPLY,  INC. 

THE  LITTLE  THINGS  WE  DO  OFTEN  GO  UNNOTICED 

Our  customers  can  take  those  little  things  for  granted 
because  we  never  do.  Over  the  years  we  have  worked 
hard  to  provide  top  quality  products  and  services.  We 
are  proud  of  the  fact  that  so  many  depend  on  us  daily 
for  their  best  value  in  medical  supplies  and  equipment. 
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non  and  served  his  residency  at  Creighton 
University,  Omaha,  Nebraska. 

Dr.  Henry  Snead  was  recently  elected  to  the 
American  College  of  Physicians  as  a fellow. 
Dr.  Snead  is  an  internal  medicine  specialist 
with  the  Des  Moines  Medical  Group.  Dr. 
F.  Benjamin  Merritt  has  retired  from  Medical 
Associates  Clinic,  PC  in  Dubuque  after  38  years 
as  a pediatrician.  Dr.  Merritt  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine.  Dr. 
Larry  Sellers  has  joined  the  Internal  Medicine 
staff  in  Sioux  City.  Dr.  Sellers  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine 
and  completed  his  residency  at  United  States 
Public  Health  Hospital,  University  of  Califor- 
nia, San  Francisco,  California.  Prior  to  locating 
in  Sioux  City,  Dr.  Sellers  had  been  in  private 
practice  in  San  Raphael,  California  and  served 
as  chief  of  internal  medicine  at  Ross  General 
Hospital  in  Ross,  California.  Dr.  John  M.  Wall 
has  retired  after  40  years  as  a general  practi- 
tioner in  Boone.  Dr.  Wall  received  the  M.D. 
degree  from  the  University  of  Tennessee  Cen- 
ter of  Health  Sciences,  Memphis,  Tennessee. 
Dr.  John  G.  Ganske,  Des  Moines,  successfully 
completed  the  examination  for  Certification  of 
Added  Qualifications  in  Surgery  of  the  Hand. 
Dr.  Darwin  B.  Jack,  Oelwein,  has  retired  after 
nearly  38  years  as  a family  practitioner  in  Oel- 
wein. Dr.  Jack  received  the  M.D.  degree  from 
the  U.  of  I.  College  of  Medicine.  Black  Hawk 
County  Medical  Society  officers  for  1989  are: 
Dr.  James  Crouse,  president;  Dr.  Lawrence 
Liebscher,  president-elect;  Dr.  James  Young, 
member-at-large;  Dr.  Gary  Phelps,  secretary 
and  Dr.  Elias  Jacobo,  treasurer.  The  following 


physicians  were  appointed  as  deputy  medical 
examiners  for  Delaware  County:  Drs.  Herbert 
Gearhart  of  Hopkinton;  Drs.  John  E.  Tyrrell, 
John  Weibel,  Duane  Caylor,  Joanne  Budi,  Don 
Miller  and  Larry  Severidt,  all  of  Manchester; 
Dr.  John  Compton  of  Edgewood;  and  Drs. 
Brian  Meeker  and  Craig  Thompson,  both  of 
Strawberry  Point.  Medical  examiner  is  Dr.  R. 
Reid  Boom,  Manchester. 


Deaths 


Dr.  Byron  L.  Basinger,  90,  Clarion,  died  Feb- 
ruary 28.  Dr.  Basinger  received  the  M.D.  de- 
gree from  the  University  of  Michigan  Medical 
School,  Ann  Arbor,  Michigan.  He  began  fam- 
ily practice  in  Blakesburg,  then  moved  to 
Goldfield  where  he  practiced  for  38  years.  Dr. 
Basinger  was  a life  member  of  the  Iowa  Med- 
ical Society. 

Dr.  William  Bean,  79,  Iowa  City,  died  March 
1 at  his  home.  Dr.  Bean  received  the  M.D. 
degree  from  the  University  of  Virginia  School 
of  Medicine  in  Charlottesville,  Virginia.  He  was 
head  of  internal  medicine  at  the  U.  of  I.  College 
of  Medicine  and  chief  physician  at  U.  of  I. 
Hospitals  and  Clinics  from  1948  until  his  re- 
tirement in  1970.  Dr.  Bean  was  a member  of 
the  Association  of  American  Physicians  and 
the  American  Association  for  Clinical  Nutri- 
tion. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CFIARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

PHYSICIANS  — Provider  Placement  Services  specializes  in  the  relo- 
cation of  physicians  throughout  the  U.S.,  with  special  emphasis  in  the 
southeast.  Currently,  we  have  several  hospitals/clinics/groups  with 
openings.  All  fees  paid  by  employer.  All  inquiries  kept  in  strict  con- 
fidence. No  obligation.  Send  CV/resume  to  PPS,  Attn:  Mr.  Scott,  2221 
University,  Blvd.,  West,  Jacksonville,  Florida  32217  or  call  toll  free  1/ 
800-848-8772. 


EMERGENCY  MEDICINE,  DUBUQUE  — Opening  available  for  qual- 
ified individual  to  join  incorporated  group  of  3 BE/BC  emergency  phy- 
sicians. Unique  and  enjoyable  practice,  excellent  compensation,  com- 
plete career  opportunities  and  highly  livable  community.  Write  NET, 
PC;  do  Mercy  Health  Center,  Emergency  Department,  Dubuque,  Iowa 
52001  or  call  Mark  Singsank,  M.D.,  319/589-9666. 


FAMILY  PRACTICE  PHYSICIAN  — Opportunity  for  a family  practice 
physician  to  take  over  a full  time  busy  general  practice  in  Spencer, 
Iowa.  The  population  is  11,000  with  nearly  all  specialties  covered  lo- 
cally. Retiring  physician  will  stay  during  transition  period  if  desired. 
Send  inquiries  to  E.  O.  Schlichtemeier,  M.D.,  1304  North  Grand,  Spen- 
cer, Iowa  51301. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


TIRED  OE  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


WOMEN'S  HEALTH  — Family  practice/internal  medicine  women's 
health.  Multispecialty  clinic.  Full  or  part  time  in  newly  established 
Women's  Health  Center.  Primary  care  of  women  with  time  and  support 
you  need.  Nurse  practitioner,  counselor,  dietitian,  wellness  and  edu- 
cation staff.  Beautiful,  new,  fully  equipped  clinic.  Guaranteed  annual 
salary,  generous  benefits,  time  away,  partnership  after  first  year.  Pro- 
gressive community  of  32,000.  Draw  of  150,000.  Send  CV  to  Mark  John- 
son, M.D.,  810  N.  Eisenhower,  Mason  City,  Iowa  50401  or  call  515/421- 
5686. 


BE/BC  INTERNIST  — Needed  to  join  busy  13-doctor  multispecialty 
group  in  clean  North  Dakota  Lake  Country.  Salary  and  fringe  benefits 
very  liberal.  Send  CV  or  inquiries  to  Lake  Region  Clinic,  PC,  P.O.  Box 
1100,  Devils  Lake,  North  Dakota  58301.  Attention:  Joel  Rotvold  or  call 
collect  at  701/662-2157  for  further  information. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  invasive  cardiology,  oncology, 
urology,  ophthalmology,  occupational/emergency  medicine,  thoracic 
surgery  and  general  internal  medicine.  The  Mankato  Clinic  is  a 40- 
doctor  multi-specialty  group  practice  in  south  central  Minnesota  with 
a trade  area  population  of  150,000.  Guaranteed  salary  first  year,  incen- 
tive thereafter  with  full  range  of  benefits  and  liberal  time  off.  For  more 
information,  call  Roger  Greenwald,  Administrator  or  Dr.  B.C.  Mc- 
Gregor at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota 
56001. 


IOWA  CITY  AND  CEDAR  RAPIDS  — Positions  are  available  for  full 
or  part-time  physicians  in  our  outpatient  family  practice  offices.  No 
weekends.  No  call.  Income  guaranteed.  Excellent  opportunities  avail- 
able in  these  ideal  locations!  Contact  Jill  Buschmann,  Medicenter  West, 
2215  Westdale  Drive,  SW,  Cedar  Rapids,  Iowa  52404.  Phone  319/396- 
2000. 


BE/BC  FAMILY  PRACTITIONER  — Needed  to  join  busy  13-doctor 
multispecialty  group  in  clean  North  Dakota  Lake  Country.  Salary  and 
fringe  benefits  very  liberal.  Send  CV  or  inquiries  to  Lake  Region  Clinic, 
PC,  P.O.  Box  1100,  Devils  Lake,  North  Dakota  58301.  Attention:  Joel 
Rotvold  or  call  collect  at  701/662-2157  for  further  information. 


EMERGENCY  MEDICINE  PHYSICIAN  — Full-time  position  for  emer- 
gency medicine  physician  at  Mercy  Hospital  Medical  Center  in  Des 
Moines,  Iowa.  Must  be  Board  Eligible  or  Board  Certified  in  emergency 
medicine  or  family  practice.  Competitive  benefits  and  compensation. 
Please  send  CV  to  Kenneth  P.  Schultheis,  D.O.,  Emergency  Physicians 
Services,  6th  and  University,  Des  Moines,  Iowa  50314. 


EAMILY  PRACTICE  — BE/BC  — To  join  established  practice  of  obste- 
trician and  family  practitioner  in  progressive  community  in  northwest 
Missouri  with  state  university.  Excellent  JCAHO  hospital  facilities.  Good 
physician  complement  available  with  subspecialty  representation.  Con- 
tact Martin  Goedken,  VP,  St.  Francis  Hospital,  2016  South  Main,  Mary- 
ville, Missouri  64468;  816/562-2600. 


LATEX  GLOVES  LATEX  GLOVES  LATEX  GLOVES  — FDA  ap- 
proved. One  case,  20  box/case,  100/box  $200.  Two  cases  $190  each.  Ten 
or  more,  call  for  prices.  Satisfaction  Guaranteed.  Medson  International 
Company,  800/366-1789. 


INTERNIST-BE/BC  — For  progressive  community  in  northwest  Mis- 
souri with  state  university.  Solo  or  join  established  internist.  Excellent 
JCAHO  hospital  facilities  including  CT  scanning,  ultrasound,  nuclear 
medicine,  doppler  studies,  endoscopies,  cardiac  stress  testing,  holler 
monitor.  Good  physician  complement  available  with  subspecialty  rep- 
resentation. Contact  Martin  Goedken,  VP,  St.  Francis  Hospital,  2016 
South  Main,  Maryville,  Missouri  64468;  816/562-2600. 


ORTHOPEDIC  SURGEON-BE/BC  — Progressive  JCAHO  hospital  and 
medical  staff  located  in  university  community  of  northwest  Missouri 
is  seeking  orthopedic  surgeon  to  serve  people  in  area  with  high  sports 
interest,  high  percent  of  elderly  and  documented  desire  and  need  for 
specialty  services.  Community  provides  hometown  livability  with  big 
city  accessibility.  Located  approximately  2 hours  from  Kansas  City, 
Omaha  and  Des  Moines.  Contact  Martin  Goedken,  VP,  St.  Francis 
Hospital,  2016  South  Main,  Maryville,  Missouri  64468,  or  call  collect 
816/562-2600,  ext.  5001. 
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ANESTHESIOLOGIST  NEEDED  — Anesthesiologist  seeks  a BC/BE 
anesthesiologist  to  join  his  practice  in  Iowa.  Salary  $140,000  leading  to 
partnership.  Send  CV  to  IOWA  MEDICINE,  No.  1585,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265. 


FOR  SALE  — 3750  foot  medical  building  for  sale  or  rent.  Half  rented, 
other  half  ideal  for  internal  medicine,  family  practice  or  general  surgery, 
one  or  more.  Twenty-two  rooms.  Prosperous  town.  Headquarters  May- 
tag Corporation.  Furnished  and  equipped.  Contact  Frank  E.  Forsythe, 
M.D.,  515/792-3544. 


SURGEON  OPPORTUNITY  — Immediate  opening  for  general  surgeon 
in  rural  Nebraska.  Board  Certified  or  Board  Eligible.  Must  be  licensed 
in  Nebraska.  Excellent  benefits.  Contact  Wallace  & Panzer,  M.D.,  P.C., 
807  North  Ash,  Gordon,  Nebraska  69343. 


FAMILY  PRACTICE  — The  way  it  was  meant  to  be.  Small  town  values. 
Big  city  support.  Our  branch  clinic  system  allows  for  individual  free- 
dom. Yet,  you  have  the  support,  financial  security  and  specialists  avail- 
able for  our  main  clinic  in  LaCrosse.  Immediate  opportunity  in  West 
Union,  Iowa.  Extremely  well-equipped  facilities.  Guaranteed  salary  based 
on  background  and  experience.  Relief  provided  for  vacations,  etc.  Beau- 
tiful countryside,  strong  economy  and  great  recreational  choices.  Must 
be  BE/BC.  Send  CV  or  call  toll-free:  Tim  Skinner,  M.S.,  Ed.,  Family 
Practice  Representative,  1-800/356-9506  extension  3684  days,  4716  eve- 
nings. Gundersen  Clinic,  Ltd.,  1836  South  Avenue,  LaCrosse,  Wiscon- 
sin 54601. 


IOWA  — PEDIATRICIAN  — To  join  busy  pediatric  department  in 
young  progressive  multispecialty  group.  Enjoy  outstanding,  progres- 
sive medium-sized  community  quality  of  life  within  minutes  of  down- 
town Omaha.  Competitive  guaranteed  salary  and  fringe  benefits,  plus 
incentives  with  full  corporate  membership  after  one  year.  Contact  Rich- 
ard Lehigh,  Administrator,  Cogley  Medical  Associates,  P.C.,  Council 
Bluffs,  Iowa  51501.  712/328-1801. 


EMERGENCY  MEDICINE  — The  emergency  department  at  Allen  Me- 
morial Hospital,  Waterloo,  Iowa  is  under  new  management.  An  im- 
mediate full-time  position  is  available  for  a dedicated,  professional 
emergency  department  physician,  BE/BC  in  a primary  specialty.  New 
contractual  situation  with  expanding  group  offers  outstanding  growth 
possibilities  with  top  hourly  compensation,  profit  sharing  and  paid 
malpractice  insurance.  Send  CV  to  Karlene  Klag,  The  Sterling  Group, 
119V2  West  Indiana,  Perrysburg,  Ohio  43551  or  call  419/874-4053. 


GENERAL  SURGEON  — Certified  American  Board  surgery  desirous 
of  purchasing  surgical  practice  or  surgicenter  in  central  or  southern 
Iowa.  Reply  to  IOWA  MEDICINE,  Box  1586,  1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — Eighty  physician  mul- 
tispecialty clinic  in  central  Iowa  is  seeking  a Board  Certified  family 
practice  physician  with  an  interest  in  branch  office  practice  setting. 
Excellent  compensation  package  and  fringe  benefit  program.  For  further 
information,  contact  Dale  P.  Anderson,  M.D.,  Medical  Director  or  Chuck 
Elder,  Administrator,  McFarland  Clinic,  P.C.,  1215  Duff,  Ames,  Iowa 
50010  or  call  515/239-4400. 
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Physicians'  Directory 


ALLERGY 


ELECTRODIAGNOSIS 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


JOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 

PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/247-8600 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  |.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOCY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

TelepJione  answered  day  or  niglit 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Quiet  Efforts 


IT  IS  NOT  WELL  PUBLICIZED  that  lowa  hospitals 
provide  nearly  $100  million  in  “unspon- 
sored care"  every  year  or  that  these  same  hos- 
pitals are  also  very  much  involved  in  the  public 
good  outside  the  institution  walls. 

The  Iowa  Hospital  Education  and  Re- 
search Foundation  (IHERF)  was  founded  in 
1969  for  the  admirable  purpose  of  undertaking 
research,  education  and  demonstration  proj- 
ects that  will  enhance  the  delivery  of  health 
care  in  Iowa.  Since  the  beginning,  the  empha- 
sis was  on  health  education  and  promotion; 
in  the  Foundation's  20th  anniversary  year,  that 
emphasis  continues. 

This  year,  a major  effort  of  IHERF  is  en- 
hancement of  the  Iowa  Hospital  Association 
(IHA)  library  to  make  it  the  nation's  premier 
library  on  rural  health  information.  According 
to  the  American  Library  Association,  the  IHA's 
library  has  the  most  significant  collection  in 
the  nation  on  this  subject. 

With  assistance  from  Blue  Cross  of  Iowa 
in  the  form  of  a $400,000  grant  to  IHERF,  the 
current  library  collection  has  grown  to  over 
3,000  books  and  monographs.  Also,  state-of- 
the-art  computer  and  satellite  links  are  man- 
aged by  library  staff.  The  rapid  collection  of 
the  most  comprehensive  and  recommended 
materials  on  rural  health  has  been  facilitated 
through  contacts  with  the  University  of  Iowa 
Health  Science  Library,  state  medical  libraries 
and  the  National  Library  of  Science. 

To  ensure  the  IHA  library  continues  as  a 
premier  collection  on  rural  health  and  a treas- 
ury of  health  administration  information, 
IHERF  has  placed  some  of  the  Blue  Cross  grant 
in  escrow.  This  interest  will  provide  perpetual 
support  for  the  library. 

IHERF  is  also  continuing  development  of 
the  National  Institute  for  Rural  Health  Policy. 
The  National  Institute  was  officially  launched 


in  1986  by  IHERF  and  the  University  of  Iowa 
Center  for  Health  Services  Research.  In  Au- 
gust, 1987,  the  National  Institute  sponsored 
its  first  educational  symposium  on  agricultural 
health  and  safety. 

Last  fall,  IHERF's  National  Institute  spon- 
sored its  second  invitational  conference  on  ac- 
cess to  health  care  for  rural  Americans.  Over 
120  leaders  in  hospital  associations,  universi- 
ties and  public  and  private  foundations  at- 
tended to  discuss  problems  in  rural  health  care 
delivery  and  seek  solutions. 

Finally,  IHERF  administers  several  special 
funds.  The  James  B.  Seaman  II  Memorial  Fund 
underwrites  the  Young  Administrator's 
Achievement  Award  presented  annually  to  an 
Iowa  health  care  administrator  under  age  35 
who  has  made  significant  contributions  to 
health  care  in  Iowa.  The  Cordes  Keynote  Lec- 
tureship was  created  in  1983  and  provides 
funds  for  publishing  and  disseminating  the 
lecture  (the  1988  Cordes  Keynote  Lecturer  was 
Uwe  Reinhart,  noted  health  care  economist). 
Also,  the  Marc  Ihm  Memorial  Fund  provides 
support  of  the  IHA  Administrators'  Fall  Forum 
which  ensures  continued  professional  devel- 
opment for  Iowa  hospital  administrators. 

Clearly,  Iowa  hospitals  are  doing  their  part 
to  enhance  delivery  of  health  care  in  Iowa  and 
improve  the  quality  of  that  care. 


May  1989 
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In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
ater  the  first  A^.dose^ 

^ First-week  improvement  in  somatic  symptoms  ‘ 

1^  50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


limbitror  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc..  Nutley,  NJ.  2.  Feighner  [P. 
et al; P^chopharmacology  61 :2\7 -225.  Mar 22,  1979. 


Limbitrol*® 

H’anquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  die  first  trimester 
shodd  almost  always  be  avoided  because  of  inaeased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  ty^  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drag  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
Ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drag.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  ate 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drags. 
Use  of  Limbitrol  with  other  psychotropic  drags  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  sever^  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drag. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drags;  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  traa.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endotkne:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other.-  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  Scohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  di^on- 
tinuation.  Therefore,  after  extended  therapy,  avoid  abrapt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient  Tfeat  symptomatically  and  support vely. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  produa  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Idblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tbblets,  blue,  Mm- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc. 

Manati.  Puerto  Rico  00701  p i 0288 


In  the  depressed  and  anxious  patient 


See  Improvement  InThe  First  Wee’^  ‘ 


And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep  |2|gf 
after  the  first  A5.dosei 

Oj  > u.! 

^First-week  reduction  in  somatic  symptoms  | 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effertive  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VI. 
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Thinking 

COMPUTER? 


For  the  first  time?  To  upgrade  an  older 
system?  Most  Iowa  physicians  know  the 
computerized  office  has  an  edge.  In 
helping  deliver  quality  care.  In 


optimizing  the  revenue  stream.  In 
maintaining  regulatory  compliance.  As 
you  contemplate  your  particular 
computer  needs,  we  invite  you  to  . . . 


Think 

I MS/CAP! 


As  a benefit  to  members  of  the 
Iowa  Medical  Society,  we’ve  offered 
the  IMS/CAP  since  1986.  It  stands  for 
Iowa  Medical  Society  Computer 
Assistance  Program.  You’re  invited  to 
use  any  of  its  three  components: 


(1)  attend  a periodic  educational  seminar; 

(2)  ask  for  a feasibility  study  to  help  you 
assess  the  need,  justify  the  cost  and 
develop  a plan,  and  (3)  review  the  IMS- 
endorsed  AMOS  system.  So  we  invite  you 
to  . . . 


Think 

AMOS! 


AMOS  stands  for  Automated  Medical 
Office  System.  It  was  endorsed  by  the 
IMS  when  the  CAP  first  began.  AMOS  is 
used  in  over  30  Iowa  medical  offices/ 
clinics.  The  system  is  produced  and 


supported  by  Medical  Computer 
Management,  Inc.  (MCMI).  AMOS  can  be 
configured  for  large  and  small  medical 
practices.  It  merits  a look.  Call  IMS 
SERVICES  for  information. 
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Be  AS  GREATAS  GaL\ANI 

wnHOur  LEmNG  your 

BUSINESS  SUFFER. 


ILiigi  Galvani  de  Bologne, 

^ 1737-1798,  was  a great 
scientist  and  surgeon,  but 
he  died  poor.  StmtegiCare 
could  have  helped  him  adopt 
practice  management 
strategies  to  make  him  a sound 
businessperson,  too. 

Dubbed  "the  frog  dancing 
master’,’  GaK'ani  discovered 
that  touching  the  legs  of  a frog 
with  a metal  instrument  during  a thunderstorm 
caused  the  muscles  to  contract.  Today  he  is  known 
as  one  of  the  founders  of  electricity,  but  during  his 


life  he  was  deemed  eccentric. 
Toward  the  end  he  was 
forced  to  lean  on  his  last  few 
friends  for  financial  assistance. 

StrategiCare's  integrated 
products  and  services  for  the 
business-side  of  health  care 
could  hav^e  maximized  his 
profits,  without  taking 
treasured  time  away  from  his 
primary  pursuits. 

We’ve  integrated  the  essential  aspects  of 
business  to  help  physicians  be  great  in  health  care 
and  in  business. 


Luigi  Galvani,  one 
of  [he  founders  of  electricity. 
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About  the  Cover 


This  month's  cover  features  a lovely  (and  sea- 
sonal) oil  painting  by  Leonard  Good  entitled  "Tu- 
lip Time."  Professor  Good,  former  head  of  the 
Drake  University  Art  Department,  was  an  Iowa 
artist  from  1 952-1 977.  He  has  retired  to  his  native 
Oklahoma,  but  many  of  his  pieces  can  still  be 
found  in  Iowa  art  galleries.  "Tulip  Time"  is  owned 
by  Tom  Skogstrom  of  Minneapolis,  a former  stu- 
dent of  Professor  Good's. 
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Conception  plus  5. 
And  growing! 


Five  years  ago  the  1984  IMS 
House  of  Delegates  became  the 
parent.  It  said,  “Form  an  Iowa 
Medical  Society-sponsored 
professional  liability  insurance 
program.” 

Now  1,000-plus  member 
physicians  are  being  protected 
and  well  served  by  the  Iowa 
Physicians  Mutual  Insurance 


TVust.  Our  full  commitment  is  to 
these  insured  physicians  . . . 
and  others  who  are  joining  them. 

For  information  about  IPMIT 
coverage,  contact  IMS 
SERVICES.  The  numbers  are 
800/642-6054  or  515/223-2816; 
the  address  is  1231  Eighth 
Street,  Suite  232,  West  Des 
Moines,  Iowa  50265. 


IOWA  PHYSICIANS  MUTUAL  INSURANCE  TRUST 


Donald  F.  Rodawig,  M.D 


President's  Privilege 


Thoughts  on  RBRVS 


IN  SEPTEMBER  1988,  a national  study  of  a Re- 
source Based  Relative  Value  Scale  for 
physicians'  services  was  released  by  re- 
searchers at  Harvard.  It  was  funded  by 
HCFA;  the  AMA  was  the  subcontractor. 

Concerns  have  been  rigorously  ex- 
pressed by  physicians  all  over  America  re- 
garding the  methodology  and  implementa- 
tion of  this  Medicare  reimbursement  reform. 

Many  of  us  know  we  cannot  afford  the 
present  Medicare  system.  The  volume  of 
physician  services  has  increased  dramatically 
the  last  few  years.  Increased  compensation 
for  office  visits  might  reduce  the  number  of 
procedures  done  in  hospitals  and  RBRVS 
might  reduce  the  large  geographic  and  spe- 
cialty disparities  inherent  in  the  present 
Medicare  fee  structure.  I expect  an  increased 
office  fee  schedule  to  increase  voluntary  as- 
signment, thus  obviate  the  need  for  manda- 
tory assignment  legislation. 

Since  RBRVS  has  no  geographic  adjust- 
ment, we  could  anticipate  an  easing  of  the 
urban-rural  differential  — a leveling  of  phy- 
sicians' fees  which  could  alleviate  rural  ac- 
cess problems. 

Any  new  system  which  affects  how 
physicians  are  paid  is  threatening  because 
we  do  not  know  the  outcome.  We  should  be 
heartened  by  the  fact  the  AMA,  through  its 
cross  specialty  consultive  panel,  has  thor- 
oughly assessed  the  fairness  and  validity  of 
the  RBRVS  results.  Continued  close  scrutiny 
and  communication  by  all  of  us  through  the 
IMS  and  AMA  is  essential. 

We  must  remember  we  are  all  physi- 
cians whose  responsibility  is  to  provide  qual- 


ity care  to  patients  at  a price  society  can  af- 
ford. 

This  month's  iowa  medicine  focuses  on 
the  RBRVS.  Inside,  you  will  find  an  ex- 
cerpted version  of  a panel  discussion  on  the 
RBRVS  held  during  the  1989  IMS  Scientific 
Session  in  late  April.  The  panel  participants 
included  the  deputy  director  of  the  Physi- 
cian Payment  Review  Commission,  presi- 
dent of  the  American  College  of  Surgeons, 
executive  vice  president  of  the  American 
Academy  of  Family  Physicians  and  our  own 
Dr.  Alan  Nelson,  president-elect  of  the 
AMA.  As  you  can  well  imagine,  their  opin- 
ions on  the  RBRVS  represent  several  points 
of  view  and  make  interesting  reading. 

This  issue  also  contains  a "Questions 
and  Answers"  feature  by  Dr.  John  Ander- 
son, the  Society's  senior  delegate  to  the 
AMA.  Dr.  Anderson  discusses  AMA  House 
actions  regarding  the  RBRVS. 

This  column  is  my  first  as  your  new 
president  and  I am  anticipating  a challeng- 
ing year  in  office.  I extend  my  best  wishes  to 
Dan  Youngblade  as  he  relinquishes  this 
space  to  me,  and  I thank  all  my  colleagues 
for  their  valuable  support. 


Donald  F.  Rodawig,  M.D. 

President 
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Cover  Story 


RBRVS:  Four  Perspectives 


The  new  Resource  Based  Relative 
Value  Studies  (RBRVS)  have  raised 
many  concerns  and  questions  among 
Iowa  physicians.  For  its  1 989  Scien- 
tific Session^  the  IMS  brought  to- 
gether 4 experts  to  discuss  the  impli- 
cations for  physicians  of  proposed 
Medicare  payment  reforms.  Partici- 
pants are:  Terry  Hammons^  M.D., 
Washington^  D.C.,  deputy  director  of 
the  Physician  Payment  Review  Com- 
mission; Robert  Graham^  M.D.,  Kan- 
sas City,  Missouri,  executive  vice 
president  of  the  American  Academy 
of  Family  Physicians;  Alan  Nelson, 
M.D.,  Salt  Lake  City,  Utah,  president- 
elect of  the  American  Medical  Associ- 
ation; and  Oliver  Beahrs,  M.D.,  Roch- 
ester, Minnesota,  president,  American 
College  of  Surgeons. 


PPRC:  Implement  New 
Fee  Schedule 

The  physician  payment  review  Commis- 
sion (PPRC)  was  created  3 years  ago  by 
Congress  to  advise  on  reforming  Medicare 
reimbursement.  Of  13  members,  6 are  physi- 
cians. Dr.  Oliver  Beahrs  was  one  of  our  orig- 
inal members.  Our  role  is  to  develop  pro- 
posals and  present  them  to  Congress.  Today 
I'll  tell  you  about  proposals  we'll  make  this 
year. 

The  first  is  that  Medicare  replace  the 
current  way  of  paying  physicians  with  a fee 
schedule  based  on  resource  costs.  Second, 
that  balance  billing  be  limited  to  some  frac- 


Terry 

Hammons,  M.D. 


tion  above  the  fee,  perhaps  15-35%.  Third, 
that  Medicare  institute  expenditure  targets. 
Fourth,  that  the  government  support  devel- 
opment of  practice  guidelines  and  support 
"effectiveness  research"  to  help  us  improve 
care  and  live  within  the  expenditure  target. 

There  are  several  problems  with  the  cur- 
rent system  that  these  proposals  are  de- 
signed to  address.  First,  we  have  an  irra- 
tional charge  structure.  Many  physicians 
believe  what  we  pay  for  certain  services  — 
particularly  the  technical  or  surgical  ones  — 
is  too  high  relative  to  what  we  pay  for  visits 
and  consults.  Second,  the  cost  of  Medicare  is 
increasing  more  rapidly  than  we  can  afford. 
Third,  it  is  clear  a substantial  fraction  of 
services  doesn't  really  benefit  patients.  Thus 
the  willingness  of  Congress  and  the  public 
to  spend  more  on  health  care  is  under- 
mined. I will  explain  each  of  our  proposals 
beginning  with  the  fee  schedule. 

A fee  schedule  is  built  from  a relative 
value  scale,  a conversion  factor  and  geo- 
graphic multiplier.  The  relative  value  scale 
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we  propose  will  be  based  on  resource  costs. 
Each  relative  value  has  2 components:  the 
value  of  the  physician's  work  and  practice 
costs.  We  will  not  include  a separate  factor 
for  cost  of  training.  We  think  the  cost  of 
training  is  already  covered  by  paying  more 
for  the  skin  and  knowledge  required  to  do  a 
service.  We  will  have  no  specialty  differen- 
tial. A particular  service  will  be  paid  the 
same  regardless  of  the  specialty  of  provider 
physician.  Also,  the  schedule  will  include  all 
physicians,  including  radiologists  and  anes- 
thesiologists. 

Our  geographic  multiplier  will  adjust  for 
practice  costs  only  and  is  not  for  cost  of  liv- 
ing. This  will  tend  to  increase  fees  in  Iowa. 

If  2 physicians  practicing  in  New  York  and 
Des  Moines  provide  the  same  services  they 
will  receive  the  same  net  income.  Fees  will 
be  higher  in  New  York  because  expenses  are 
higher,  but  there  will  be  no  adjustment  for 
the  fact  it  costs  more  to  live  there. 

We  will  suggest  improvements  in  cod- 
ing of  visits  and  consults  by  including  the 
approximate  time  required  in  the  description 
of  each  code.  We  will  develop  a standard- 
ized global  service  package  for  each  surgical 
procedure.  We  will  suggest  balance  billing 
be  limited  and  the  Participating  Physician 
program  continued  as  it  is.  Balance  billing 
would  then  be  limited  to  the  15-25%  range. 
We  suggest  implementing  the  new  fee 
schedule  with  a transition  period  of  about  3 
years. 

What  would  be  the  impact  of  this  fee 
schedule?  Reimbursement  for  evaluation  and 
management  services  — that  is,  visits  and 
consults  — would  generally  increase.  Fees 
for  most  other  services  — surgical  services 
and  technical  procedures  like  endoscopy  and 
EKG  — would  decrease.  Obviously,  sur- 
geons' practice  revenues  would  tend  to 
come  down;  fees  of  family  practitioners'  and 
internists'  revenues  would  tend  to  come  up. 
The  geographic  adjustment  would  generally 
increase  fees  in  rural  areas.  If  you're  in  New 
York  City  you're  likely  to  see  your  fees  de- 
crease. 

Internal  medicine  and  family  practice 
are  projected  to  experience  revenue  in- 
creases of  about  10-30%.  Surgical  specialties 
like  ophthalmology,  general  surgery  and 
orthopedics  are  projected  to  see  decreases  of 
about  10-20%.  Otolaryngology  and  ob/gyn 


are  projected  to  change  very  little.  Pathology 
and  radiology  are  projected  to  experience 
substantial  decreases,  perhaps  of  20%  or 
more.  In  small  rural  counties  family  practi- 
tioners and  internists  should  see  even  larger 
increases  in  revenue  from  Medicare.  In  rural 
areas,  all  physicians  on  average  will  gain. 

The  balance  billing  limit,  in  the  commis- 
sion's opinion,  is  necessary  to  protect  benefi- 
ciaries. If  a new  fee  schedule  were  imple- 


'How  can  physicians  respond  to 
these  limits?  By  educating  our- 
selves about  what  services  are 
unlikely  to  benefit  patients/ 


mented  without  limits  on  balance  billing, 
beneficiaries'  balance  billing  could  increase 
substantially.  That's  not  acceptable  to  Con- 
gress or  to  the  PPRC. 

Expenditure  targets  would  be  used  to 
determine  increases  in  the  fee  schedule.  In 
theory.  Medicare  increases  physician  fees 
each  year  to  compensate  for  inflation  or 
higher  malpractice  premiums.  Under  ex- 
penditure targets,  fee  increases  would  be 
tied  to  expenditure  growth.  We  recommend 
that  Medicare  start  with  a national  expendi- 
ture target  that  includes  aU  physician  serv- 
ices. Later  it  could  be  refined  to  categories  of 
services.  The  American  College  of  Surgeons 
suggests  surgical  procedures  should  be  sepa- 
rate. Separate  targets  would  also  be  set  for 
each  state.  That's  appealing  in  Iowa  because 
physicians  here  would  probably  be  able  to 
work  together  to  control  growth. 

Expenditure  targets  are  designed  to  give 
a collective  incentive  to  the  medical  commu- 
nity. Nothing  happens  to  an  individual  phy- 
sician who  increases  the  amount  of  services 
provided  during  the  year,  so  there's  no  di- 
rect financial  incentive  for  a physician  to  do 
less  for  patients.  Instead,  the  incentive  is  on 
all  physicians  to  respond  constructively  to 
the  fact  we  cannot  keep  greatly  increasing 
what  we  spend  on  medical  care. 

How  can  physicians  respond  to  these 
limits?  By  educating  ourselves  about  what 
services  are  unlikely  to  benefit  patients.  We 

(Continued  next  page) 
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hope  physicians  will  also  cooperate  more 
with  Medicare  in  efforts  to  improve  peer  re- 
view so  it  becomes  less  arbitrary,  better  or- 
ganized and  better  able  to  target  unneces- 
sary services.  The  federal  government 
should  provide  more  support  for  develop- 
ment of  practice  guidelines  to  help  physi- 
cians know  who  really  needs  each  service. 

One  hope  of  this  commission  is  that  by 
initiating  expenditure  targets,  we  can  back 
away  from  some  of  the  more  intrusive  utili- 
zation review  programs  and  give  the  medical 
profession  a chance  to  respond  in  its  own 
way.  The  PPRC  is  aware  that  many  physi- 
cians and  professional  societies  are  con- 
cerned about  malpractice  and  antitrust.  They 
say  if  they  develop  guidelines  and  get  their 
members  to  use  them  the  Justice  Depart- 


AAFP: Support  For 
PPRC  Proposal 

The  academy  of  family  physicians  sup- 
ports a revised  physician  payment  sys- 
tem consistent  with  the  principles  of  a re- 
source based  relative  value  schedule.  We 
support  the  PPRC  recommendation  that  we 
implement  the  changes  within  the  next  2 or 
3 years.  The  major  objective  is  greater  equity 
of  reimbursement  for  physicians  based  on 
the  resource  cost  of  their  skills  and  knowl- 
edge. 

The  present  incentive  and  disincentive 
system  has  a marked  influence  on  where 
physicians  will  practice.  Under  the  proposed 
changes,  it  will  be  more  financially  feasible 
to  practice  in  rural  areas.  This  change  in 
reimbursement  will  send  a message  through- 
out medical  education.  For  the  past  several 
decades,  we  have  gotten  more  people  into 
narrower  specialties  and  fewer  people  into 
primary  care.  We  are  not  advocating  that 
everybody  be  a primary  care  physician  but 
we  think  we've  lost  balance.  The  RBRVS  will 
help  reestablish  that  balance. 

We  believe  that  under  the  PPRC  plan, 
after  2 years,  more  than  50%  of  all  physi- 
cians would  be  ahead  in  Medicare  income. 
Fewer  than  25%  of  physicians  would  have 
fluctuation  of  income  from  Medicare  services 


ment  and  the  Federal  Trade  Commission 
will  come  after  them.  We've  begun  to  look 
into  antitrust  and  we  don't  think  there 
should  be  a problem  for  organizations  like 
the  AMA  or  the  American  College  of  Sur- 
geons developing  sound  guidelines  using  a 
good  open  process. 

Physicians  may  be  reluctant  to  forego 
tests  that  might  help  prevent  malpractice 
suits.  We  don't  have  an  answer  to  the  mal- 
practice problem  but  we  have  told  Congress 
this  is  a problem  that  must  be  addressed. 

We  will  look  at  it  more  in  the  coming  year. 
— Terry  Hammons,  M.D.,  Washington,  D.C. 

To  obtain  a copy  of  the  PPRC's  1989  report 
write  to  The  Physician  Payment  Review  Commis- 
sion, 2120  L Street  NW,  Suite  510,  Washington, 
D.C.  20037. 


Robert 
Graham,  M.D. 


greater  than  $1,000.  There  are  projected  hor- 
ror stories  of  physicians  in  sub-specialties 
who  will  see  a drop  of  $180,000  in  Medicare 
revenues.  However,  someone  who  suffers 
that  decrease  would  have  to  be  billing  Medi- 
care in  excess  of  $800,000  in  the  current  fis- 
cal year.  We  think  the  number  of  these  phy- 
sicians is  relatively  small.  We  believe  the 
greatest  good  for  the  greatest  number  of 
physicians  and  patients  exists  in  these  rec- 
ommendations. 

We  believe  there  should  be  no  specialty 
or  geographic  differential  in  payment  for 
services.  We  are  in  some  disagreement  with 
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the  PPRC;  they  would  maintain  some  degree 
of  geographic  differential  although  it  would 
be  less  than  the  present  time.  We  believe 
some  data  on  which  the  PPRC  based  conclu- 
sions about  cost  differentials  in  different 
geographic  areas  may  not  entirely  take  into 
account  differing  practice  costs. 

In  a perfect  world,  the  Academy  would 
advocate  that  there  be  no  expenditure  tar- 
gets under  this  or  any  other  plan.  Unfortu- 
nately, the  world  is  not  perfect.  We  believe 
under  an  RBRVS  it  is  not  desirable  to  have  a 
single  national  expenditure  target.  If  there 
are  problems  with  increasing  volume  and 
costs,  we  need  to  look  at  the  categories  or 
classes  of  services  where  volume  and  cost 
are  the  greatest,  and  have  differential  targets 
for  those  areas.  If  we  have  a single  expendi- 
ture target  and  no  other  element  of  control 
of  high  volume  high  end  procedures,  all  the 
money  will  pour  into  reimbursement  for 
those  procedures,  the  expenditure  target  will 
not  be  met  and  everybody  will  be  cut. 
Therefore,  we  believe  if  expenditure  targets 
are  going  to  be  used  in  an  RBRVS,  they 
must  be  used  in  a segmented  fashion  with 
specific  targets  laid  out  for  certain  classes  of 
services. 

Beneficiary  protection,  or  mandated  as- 
signment, is  also  a sensitive  issue.  We  be- 
lieve there  is  a balance  of  policy  objectives  to 
be  accomplished.  Physicians  would  be  com- 
fortable if  no  one  interfered  in  what  was  to 
be  charged.  However,  those  days  are  gone. 


particularly  for  Medicare.  It  is  also  desirable 
to  implement  means  testing  of  beneficiaries. 
We  do  not  believe  all  services  should  be  free 
to  all  beneficiaries.  We  propose  there  be 
mandated  assignment  for  services  provided 
to  Medicare  beneficiaries  at  2 times  the  pov- 
erty level  or  below.  Above  that,  beneficiaries 
could  be  balance  billed  by  physicians  for 
services,  up  to  25%  above  the  fee  schedule. 

We  support  the  work  the  AMA  is  doing 
to  help  physicians  and  third  party  payers  do 
a better  job  monitoring  the  system  to  make 
sure  expenditures  are  appropriate.  To  see 
new  policies  implemented  successfully.  Con- 
gress has  to  hear  from  the  physicians  who 
believe  these  changes  are  more  in  the  inter- 
est of  patients  and  physicians  than  the  pres- 
ent inequitable  system.  There  must  be  an  or- 
derly but  expeditious  transition.  We  believe 
the  information  is  available  and  the  data 
mechanisms  are  available  to  make  a transi- 
tion in  a 2-year  period. 

Most  important,  if  we  are  going  to  have 
expenditure  targets  and  limitation  on  bal- 
ance billing,  we're  going  to  deal  with  a num- 
ber of  other  issues.  Simply  putting  a formula 
in  place  and  then  trying  to  ratchet  down 
physician  payments  to  reach  certain  budget 
targets  is  not  acceptable  or  feasible.  We  be- 
lieve the  PPRC  can  be  an  intermediary  for 
organized  medicine  and  Congress  in  efforts 
to  make  appropriate  determinations  and  rec- 
ommendations. — Robert  Graham,  M.D., 
Kansas  City,  Missouri. 


AMA:  Maintaining  Unity 

The  AMA  SUPPORTS  THE  HARVARD  Study  if 
properly  refined,  expanded  and  cor- 
rected. It  would  be  a fair  and  equitable 
schedule  by  which  physician  payments 
could  be  made  in  an  indemnity  system  in 
which  physicians  have  the  right  to  set  their 
fees.  Payers  have  every  right  to  determine 
what  they  will  pay  for  a service.  They  do 
not  have  the  right  to  tell  me  what  I can 
charge  for  that  service  or  to  whom  I may  ex- 
tend charity. 

The  essential  difference  between  a 
schedule  of  payments  and  a fee  schedule  be- 

(Continued  next  page) 


Alan 
Nelson,  M.D. 


June  1989  / 271 


comes  lost  if  you  incorporate  mandatory  as- 
signment, regardless  of  where  you  put  that 
level  of  eligibility.  You  may  say,  for  in- 
stance, that  physicians  must  accept  man- 
dated assignment  for  everyone  under  twice 
the  poverty  level.  Then  that  schedule  is  no 
longer  a schedule  of  payments  with  the  right 


'Unity  of  purpose  is  going  to  be 
more  important  for  this  profes- 
sion than  it  has  ever  been.  The 
question  is  not  one  of  winners 
or  losers.  I don't  believe  the 
winners  are  going  to  win  as 
much  as  they  think  or  the  losers 
lose  as  much  as  they  believe.' 


of  the  physician  in  an  indemnity  system  to 
determine  what  he  or  she  will  charge.  It  be- 
comes a fee  schedule  with  the  physician  re- 
quired to  accept  that  payment.  That  is  an 
important  distinction. 

I commend  Dr.  Hammons  and  the  other 
PPRC  members  for  identifying  the  problem 
areas  in  the  Hsiao  study  and  making  efforts 
to  correct  those  errors.  Specialties  are  being 
resurveyed,  technical  consulting  groups  are 
being  listened  to  more  closely  and  I have 
some  optimism  that  PPRC  will  find  a ra- 
tional way  of  constructing  the  schedule  by 
which  physicians  can  be  paid. 

There  is  one  word  we  have  to  remember 
and  the  word  is  unity  . . . unity  of  purpose. 

I don't  think  many  understand  what's  meant 
by  an  expenditure  target.  In  my  view,  it  is 
even  more  onerous  than  a cap.  The  AM  A 
has  said  expenditure  targets  are  implicit  ra- 
tioning. It  would  mean  allocating  a certain 
amount  for  Part  B payments  and,  if  that 
amount  was  exceeded,  the  conversion  factor 
in  that  fee  schedule  would  be  lowered.  Your 
payments  would  be  at  risk  if  the  volume  of 
services  you  provide  increases  the  following 
year. 

In  my  view,  expenditure  targets  create  a 
conflict  of  interest  with  the  incentive  for  us 
to  underserve.  The  only  thing  worse  than 
one  expenditure  target  is  2 — one  for  surgi- 
cal services  and  one  for  other  services.  Our 
surgical  colleagues  who  feel  they  can  negoti- 


ate a better  deal  within  a separate  expendi- 
ture target  are  making  a big  mistake.  The 
Canadian  experience  with  expenditure  tar- 
gets is  real  and  telling.  In  Alberta,  for  exam- 
ple, the  last  negotiations  for  physician  fees 
had  an  approximate  3%  update  in  the  fee 
schedule  with  a .5%  drop  if  total  expendi- 
tures went  above  a certain  point.  There  was 
also  an  incentive  to  limit  the  number  of  new 
physicians  entering  the  system. 

Another  point  I wish  to  make  is  that 
voluntary  Medicare  assignment  is  working. 
The  AMA  recommends  that  we  consider  the 
financial  circumstances  of  our  patient  and 
decide  whether  that  person  should  receive 
acceptance  of  assignment.  Ninety-one  per- 
cent of  physicians  accept  assignment  selec- 
tively, 81%  of  charges  last  year  were  on  an 
assigned  basis  and  34  states  have  voluntary 
assignment  programs.  We  have  200,000  mil- 
lionaires who  are  Medicare  recipients  and  I 
fail  to  see  why  I should  charge  them  less 
than  I charge  the  working  person.  It's  an  eq- 
uity issue.  I can  resist  mandatory  assign- 
ment because  it  isn't  fair  to  continue  an  in- 
tergenerational  transfer  of  debt.  It  isn't  fair 
to  poor  patients  not  to  have  those  who  can 
easily  do  so  pay  the  usual  fee. 

Obviously,  we  must  deal  with  the  vol- 
ume of  services  problem,  but  I don't  think 
an  expenditure  target  is  the  answer.  The 
way  to  deal  with  the  problem  of  unneces- 
sary care  is  to  identify  what's  unnecessary. 
It's  not  always  easy  to  know  ahead  of  time 
what  is  going  to  be  necessary.  When  I'm  un- 
certain, I want  to  err  on  the  side  of  safety. 
However,  we  know  there  are  geographic 
variations  in  the  volume  of  services  provided 
by  physicians.  We  also  know  there  is  an  op- 
timal range  and  it's  up  to  us  to  find  it. 

That's  where  parameters  of  care  guidelines 
represent  an  obligation  the  profession  must 
meet. 

Unity  of  purpose  is  going  to  be  more 
important  for  this  profession  than  it  has  ever 
been.  The  question  is  not,  in  my  view,  one 
of  winners  or  losers.  I don't  believe  the  win- 
ners are  going  to  win  as  much  as  they  think 
or  the  losers  lose  as  much  as  they  believe. 

We  will  all  lose  if  we  permit  government  to 
split  us  and  convert  medicine  into  a public 
utility.  Those  who  follow  us  in  this  profes- 
sion and  our  patients  will  lose  as  well.  — 
Alan  Nelson,  M.D.,  Salt  Lake  City,  Utah. 
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ACS:  Alternative  Proposal 

I WAS  FORTUNATE  TO  SIT  on  the  Physician 
Payment  Review  Commission  for  2 years. 
This  group  is  dedicated  and  is  functioning  in 
a sincere  way.  Hopefully  any  legislation  that 
comes  from  Congress  based  on  PPRC  recom- 
mendations regarding  physician  reimburse- 
ment will  be  acceptable  to  physician  groups. 

I will  make  general  comments  and  then 
refer  to  the  Harvard  AMA  study  carried  out 
under  the  direction  of  Professor  Hsiao.  1 will 
discuss  an  alternative  proposal  made  by  the 
American  College  of  Surgeons.  The  College 
did  not  participate  in  the  Harvard  study  for 
several  reasons.  It  did  not  object  to  surgical 
specialties  doing  so. 

I think  the  basis  for  the  College's  non- 
participation is  well  recognized  now  that  the 
Hsiao  study  is  public.  The  AMA  says  when 
sufficiently  expanded,  corrected  and  refined, 
the  study  might  be  an  acceptable  basis  for  a 
fee  schedule.  I think  from  the  AMA's  state- 
ment it  is  obvious  they're  concerned  regard- 
ing the  methodology  and  data  as  originally 
reported.  As  Dr.  Hammons  said,  the  PPRC 
has  been  concerned  regarding  the  Hsiao 
study  and  is  using  and  revising  the  data  and 
getting  its  own  information  regarding  certain 
factors  which  will  alter  the  Harvard  RBRVS 
considerably. This  will  probably  result  in  an 
RVS  which  will  be  different  than  the  Har- 
vard study  and  change  the  projections  made 
by  Dr.  Hsiao. 

Issues  of  concern  to  the  American  Col- 
lege of  Surgeons  and  not  addressed  by  the 
Harvard  study  include  value  and  benefit  of 
the  service,  severity  of  illness,  volume  and 
intensity  of  services  and  multiplier  or  con- 
version factors  to  determine  the  fee  sched- 
ule. Also,  time  in  providing  the  service  was 
weighted  too  heavily.  It  was  inappropriate 
and  unfortunate  that  Professor  Hsiao  made 
fee  projections  and  comparisons  from  the 
RVS  which  perhaps  would  have  been  best 
left  unsaid  until  there  could  be  further  dis- 
cussion and  multipliers  were  arrived  at 
which  would  have  established  the  fee  sched- 
ules. Also,  competency  and  qualifications  of 
the  physician  were  not  considered. 

There  are  those  who  feel  strongly  that 
Medicare  patients  should  not  be  exposed  to 
increased  costs,  but  1 think  in  some  cases 


Oliver 
Beahrs,  M.D. 


the  Medicare  population  is  in  a better  posi- 
tion to  pay  in  part  health  care  costs  than  25 
to  44-year-olds.  It  is  bothersome  that  clear 
definitions  were  not  established  regarding 
what  was  being  studied  in  the  Harvard 
study.  Pre  and  post  operative  services  were 
not  considered.  The  PPRC  and  others  rec- 
ommend professional  liability  costs  be  con- 
sidered as  a separate  factor.  There  is  a wide 
differential  among  surgical  specialties  and 
geographic  areas. 

The  College  did  not  endorse  or  think 
appropriate  that  service  be  divided  as  cogni- 
tive or  procedural.  There  is  no  more  intense 
period  of  cognition  than  during  a procedural 
service  whether  it's  done  by  an  internist  or  a 
surgeon.  The  College  had  the  option  to  do 
nothing  or  develop  a proposal  with  surgical 
specialty  societies.  The  latter  has  been  done 
and  the  proposal  was  just  presented  to  the 
PPRC  and  congressional  committees. 

The  College  proposal  has  4 major  parts: 

1.  Control  costs  and  volume  using  surgi- 
cal target  amounts.  This  contrasts  with  the 
PPRC  recommendation  for  a national  target. 

2.  Protection  of  the  same  groups  within 
the  Medicare  beneficiary  population  against 
excessive  costs.  Accepting  assignment  for 
those  below  a determined  financial  capability 
and  those  who  cannot  pay  for  health  care 
(patients  with  emergency  conditions). 

3.  A blended  fee  schedule  including 
supply  side  (RVS)  and  demand  side  factors. 

4.  Implementation  over  a 6-year  period. 

This  plan  is  suggested  by  the  College 

for  surgical  services  only.  — Oliver  H. 

Beahrs,  M.D.,  Rochester,  Minnesota. 
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Questions  and  Answers 


RBRVS:  A Delegate's  Perspective 


The  author,  a senior  IMS  delegate  to 
the  American  Medical  Association  and 
a family  physician  in  Boone,  discusses 
AMA  action  on  Medicare  physician 
payment  reform. 


Please  give  us  a brief  history  of  Harvard  Study 
of  Resource  Based  Relative  Value  Scales 
(RBRVS). 

The  RBRVS  is  one  of  the  growing  list  of 
Medicare  physician  payment  “reforms"  being 
considered  by  Congress  and  the  President.  The 
Harvard  study  was  a response  to  a congres- 
sional mandate  to  the  Secretary  of  Health  and 
Human  Services  to  develop  a relative  value 
system  based  on  resource  costs  of  providing 
physician  services.  It  is  funded  by  Health  Care 
Financing  Agency  (HCFA). 

The  Harvard  RBRVS  report  is  the  first 
phase  of  a study  submitted  to  HCFA  in  Sep- 
tember 1988  covering  18  specialties.  The  sec- 
ond phase  will  extend  to  another  15  special- 
ties. The  secretary  of  HHS  must  report  to 
Congress  in  July  1989.  The  Physician  Payment 
Review  Commission  (PPRC)  1988  report  stated 
support  for  an  RBRVS,  but  not  specifically  the 
Harvard  RBRVS,  to  reform  the  Medicare  phy- 
sician payment  system.  The  forthcoming  PPRC 
and  HHS  reports  could  lead  to  legislation  di- 
recting implementation  of  an  RVS-based  pay- 
ment system  in  1991  or  1992. 


What  is  the  purpose  of  an  RBRVS? 

An  RBRVS  is  a list  of  physicians'  services 
ranked  according  to  a "value"  in  nonmonetary 
units.  In  an  RBRVS  based  on  resource  cost  and 
relative  values,  fees  are  determined  by  relative 
costs  of  resources  required  to  provide  physi- 
cian services.  Harvard's  method  of  measuring 
resource  costs  includes  the  physician's  work 
before,  during  and  after  providing  a service; 
relative  specialty  practice  costs;  and  costs  of 
specialty  training.  Physician  work  was  further 
defined  as  comprising  time,  technical  skill, 
physical  effort,  mental  effort,  judgment  and 
stress. 

Discussion  of  the  RBRVS  dominated  the  June, 
1988  AMA  House  of  Delegates.  What  was  the 
general  reaction? 

The  report  on  the  first  phase  of  the  Har- 
vard study  was  released  in  September  1988. 
The  AMA  Board  of  Trustees  assessed  the  stud- 
ies, methods  and  results,  established  a task 
force  to  review  the  RBRVS  and  convened  a 
meeting  of  state  and  county  associations  and 
national  specialty  societies.  Report  AA  pre- 
sented results  of  the  Board  of  Trustees  eval- 
uation of  the  Harvard  study  and  discussed  po- 
tential uses  of  the  Harvard  RBRVS.  Findings 
from  the  Board's  assessment,  the  Task  Force 
and  the  meeting  of  the  state  and  county  rep- 
resentatives and  specialty  societies  were  re- 
flected in  Report  AA. 
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Over  100  physicians  gave  testimony  in  a 
special  one  and  a half  day  Reference  Com- 
mittee Hearing  prior  to  the  December  House 
of  Delegates.  A number  of  amendments  to  the 
Board's  original  recommendations  were 
adopted.  After  considerable  discussion,  the 
House  voted  unanimously  to  adopt  Report  AA 
as  amended  and  called  for  the  Board  of  Trust- 
ies to  report  on  further  developments  at  the 
June,  1989  Annual  Meeting  or  sooner.  It  is  im- 
portant to  note  the  House  of  Delegates  adopted 
the  Board  of  Trustees  Report  AA  and  not  the 
Harvard  report  per  se. 

Three  policy  statements  were  contained 
in  Report  AA:  1)  reaffirmation  of  AMA  sup- 
port for  a fair  and  equitable  Medicare  indem- 
nity payment  schedule  based  on  an  appropri- 
ate RBRVS  and  monetary  conversion  factor 
under  which  physicians  determine  their  fees 
and  Medicare  establishes  payments;  2)  the 
Harvard  RBRVS  study  and  data,  when  suffi- 
ciently expanded,  corrected  and  refined,  is  an 
acceptable  basis  for  such  a payment  system; 
and  3)  a mandate  for  the  AMA  to  work  with 
Harvard,  specialty  services,  the  PPRC,  HCFA, 
Congress  and  others  to  ensure  the  technical 
adequacy  of  the  final  RBRVS. 

Do  you  believe  the  Harvard  RBRVS  will  be  the 
tool  by  which  physician  reimbursement  will  be 
determined? 

1 believe  the  AMA  will  seek  to  move  med- 
icine away  from  the  complex  and  arbitrary  reg- 
ulations of  the  current  Medicare  payment  sys- 
tem toward  an  approach  based  on  resource 
costs  of  providing  physician  services.  The  cur- 
rent Harvard  RBRVS  is  a starting  point  for  such 
a system  and  the  AMA  will  work  with  others 
involved  in  payment  system  reforms  to  ensure 
an  acceptable  final  RBRVS.  I firmly  believe  the 
RBRVS  physician  payment  approach  is  supe- 
rior to  DRG's  or  capitation. 

How  can  physicians,  particularly  those  in  or- 
ganized medicine,  best  respond  to  the  RBRVS? 

Report  AA  will  not  be  the  final  word  on 
RBRVS  and  its  implementation.  In  Report  AA, 
the  House  of  Delegates  has  adopted  positions 
on  a number  of  key  issues  in  development  of 
a new  Medicare  physician  payment  system. 
Adoption  of  the  report  will  enable  the  AMA 
to  play  a central  role  in  policy  debates  on  Med- 
icare physician  payment  reforms.  The  report 
explicitly  states  a great  deal  of  work  must  be 


done  before  a final  RBRVS  can  be  imple- 
mented. Any  physician  payment  system  which 
is  adopted  will  first  be  massaged  by  PPRC, 
HCFA  and  even  the  Congress. 

All  physicians  — and  especially  those  in 
organized  medicine  — and  the  AMA  will  need 
to  expend  every  effort  to  ensure  a technically 
adequate  RBRVS  and  its  appropriate  use  in 
any  new  Medicare  indemnity  system.  It  is 
equally  important  any  payment  reform  not  di- 
vide the  house  of  medicine.  We  must  stick 
together. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


MILLARD  K.  MILLS 
AND  COMPANY 

Offering 

COMPLETE  PRACTICE  SURVEYS 
or 

CONSULTATION  ON 
SPECIFIC  CONCERNS 
for 

GROUPS  OR  INDIVIDUAL  DOCTORS 
*★★★★★ 

Millard  K.  Mills,  President 
Certified  Professional  Business 
Consultant 
40  years  experience 
Member;  Society  of  Professional 
Business  Consultants 

226  Alta  Vista  Avenue 
Waterloo,  lA  50703 
(319)  232-1197 


June  1989  / 275 


out  of  the  management 
- V software  maze. 


I With  a Macintosh® 

computer  and  MediMac® 

L software  from  Healthcare 
Communications,  managing 
your  practice  is  as  easy  as 
pointing  and  pushing  a button.  MediMac  provides 
all  the  Unctions  you  need  to  improve  the  profit- 
abihty  of  your  practice.  Healthcare  Communications 
was  the  first  to  harness  the  power  of  the  Macintosh 
for  the  medical  profession.  Today,  we’re  still  leading 
with  new  enhancements  and  expanding  services, 
offering  additional  products  including  pavroU, 
scheduhng,  and  general  ledger. 


Over  1,200  Healthcare  Communications 
clients  can  give  you  a second  opinion.  Just  call 
toll  free  1-800-888-4344  for  our  list  of  references 
or  a demonstration.  You’ll  see  that  the  best  way  to 
avoid  false  starts  and  wrong  turns  is  to  go  with  a 
companv  that  is  first... time  after  time. 

Healthcare 

COMMUNICATIONS 
First... time  after  time. 


Authorized 
Value  Added  Reseller 


®Macintosh  is  a registered  trademark  of  .Apple  Computer.  Inc. 
’’MedLMac  is  a trademark  of  Healthcare  Communications. 


301  South  68th,  Suite  500,  Lincoln,  NE  68510,  Dept.  15  B 
800-888-4344  5 1 5/96 1 -8348 


Fulminant  Refractory 
Lyme  Disease 


PAUL  G.  MANNING,  M.D. 
Clinton,  Iowa 


Lyme  Disease^  which  is  carried  by  ticks, 
has  not  been  widely  reported  in  Iowa 
but  does  occur  here.  The  author  dis- 
cusses a case  which  involved  most  of 
the  classic  landmarks  of  the  various 
stages  of  the  disease. 


Lyme  disease  was  recognized  in  1975  when 
an  epidemic  of  oligoarthritis  occurred 
among  children  and  adults  in  Lyme,  Con- 
necticut. Because  many  victims  remembered 
being  bitten  by  a tick  before  the  onset  of  symp- 
toms, it  was  felt  this  disorder  was  an  infectious 
tick-borne  disease. 

In  1982  Drs.  Burgdorder  and  Borbour  of 
Rocky  Mountain  Laboratories  cultured  spiro- 
chetes from  the  mid  gut  of  the  tick,  Ixodes 
dammini.  Their  studies  revealed  that  serum 
from  patients  with  Lyme  disease  contained  an- 
tibodies against  this  organism.  The  organisms 
(spirochetes)  were  cultured  from  patients  with 


Dr.  Manning  specializes  in  pulmonary  diseases  and  practices  in  Clin- 
ton, Iowa. 


Lyme  disease,  confirming  that  Lyme  disease 
was  caused  by  a spirochete. 

Lyme  disease  initially  occurred  predomi- 
nantly in  the  eastern  coastal  regions  but  is  now 
nationwide.  It  has  been  reported  frequently  in 
Wisconsin  and  Minnesota  and  has  now  been 
found  in  the  far  west  and  Pacific  states.  How- 
ever, the  disease  has  not  been  well  reported 
in  Iowa  and  at  this  time  is  still  considered  a 
reportable  entity. 

It  has  been  believed  it  is  only  possible  to 
contract  Lyme  disease  in  an  area  with  a large 
deer  population.  A recent  article  by  Falco  re- 
ports 50%  of  ticks  from  a lawn  in  a New  York 
City  suburb  were  found  to  contain  causative 
spirochete.^  The  case  presented  here  occurred 
in  the  summer  of  1988  and  presented  as  a ful- 
minant case  of  advanced,  stage  I disease.  In 
spite  of  therapy  considered  optimal,  this  pa- 
tient progressed  into  stage  II  with  impressive 
cardiological  findings.  Fortunately,  the  patient 
responded  to  high  dose  Ceftriaxone  therapy 
combined  with  short  course  Prednisone. 

Case  History 

The  patient,  a 62-year-old  white  male, 
complained  of  fever,  diffuse  polyarthralgia  (in- 
volving ankles,  knees,  wrists)  and  neck  stiff- 
ness. He  had  noted  arthralgia  and  a low  grade 
fever  for  3 weeks.  He  was  treated  with  Eryth- 
romycin, then  Ceclor.  The  polyarthralgia  and 
fever  became  more  severe  and  neck  stiffness 
developed  3 days  prior  to  presentation. 
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His  past  medical  history  and  review  of 
systems  were  unremarkable.  Initial  examina- 
tion revealed  a fever  of  102°  and  swollen  an- 
kles, wrists  and  knees.  Neurological  exam 
demonstrated  a Kemig's  and  Brudzinski's  sign. 
A diffuse,  deep,  red  rash  covered  his  back. 

Admitting  laboratory  work  revealed  the 
erythrocyte  sedimentation  rate  elevated  at  60%, 
a normal  white  cell  count,  a hemoglobin  of  9.7 
gm%  and  a hematocrit  of  27.  Blood  cultures 
were  negative.  Urinalysis  was  normal.  Chest 


'Stage  III  of  Lyme  disease  occurs 
in  about  60%  of  untreated  pa- 
tients. Its  onset  can  vary  from  6 
weeks  to  several  years.  Its  main 
symptomatology  is  arthritis  of  the 
large  joints,  particularly  the 
knees.' 


X-rays  showed  old  granulomatous  changes. 
X-rays  of  the  involved  joints  demonstrated  mild 
degenerative  changes.  The  electrocardiogram 
was  normal.  Synovial  fluid  analysis  demon- 
strated no  bacteria  or  crystals,  a pH  of  8.5  and 
a cell  count  of  71,000  (41,000  white  cells,  95% 
segmented  and  5%  lymphs).  Spinal  fluid  cell 
count  was  invalid  because  of  a traumatic  tap. 
CSF  glucose  was  55  and  protein  44.  Rheu- 
matoid factor  was  negative,  ANA  titers  were 
negative,  C-reactive  protein  was  positive  at  a 
level  of  14.5  ml/dl.  VDRL  was  nonreactive  in 
the  serum  and  spinal  fluid.  The  synovial  fluid 
Lyme  disease  titer  was  1:80.  The  serum  Lyme 
disease  titer  was  1:320. 

Initial  medication  was  a combination  of 
Cefotaxime,  Tobramycin  and  Nafcillin.  A blood 
transfusion  was  performed  because  of  inci- 
dental apparent  upper  GI  blood  loss. 

Two  days  after  admission  his  back  rash 
intensified.  A Jarisch-Herxheimer  reaction  was 
considered  but  to  rule  out  antibiotic  allergy, 
the  patient  was  switched  to  Vancomycin  and 
intravenous  Tetracycline. 

Due  to  increased  PVC's,  he  was  trans- 
ferred to  ICU  for  monitoring.  A bone  scan  was 
negative.  The  patient  then  began  to  improve. 
His  rash  and  his  arthalgia  slowly  abated.  Be- 
cause of  positive  hepatic  enzymes  with  ele- 
vation of  transaminases,  LDH  and  alk.  pos., 
a liver  CAT  scan  was  obtained.  It  was  normal. 


On  Day  19  the  patient's  arthralgia  had  im- 
proved and  his  rash  started  to  abate.  He  was 
sent  home  on  oral  Tetracycline,  Zantac  and  a 
tapering  course  of  steroids. 

Four  weeks  later,  despite  continued 
administration  of  Tetracycline,  the  patient  re- 
turned with  increased  polyarthralgia,  nodal 
cardiac  rhythm  and  anemia.  He  was  placed  on 
Ceftriaxone  2 gms.  IV  ql2.  Blood  cultures  were 
normal.  A repeat  echocardiogram  was  normal. 
Lyme  disease  serology  was  1:16.  A tapering  2- 
week  course  of  steroids  and  intravenous  Cef- 
triaxone was  initiated. 

On  the  regimen  of  combined  Ceftriaxone 
and  Prednisone,  the  patient's  nodal  rhythm 
reverted  to  normal  sinus  rhythm  in  24  hours. 
The  patient  also  developed  a recurrent  ulcer 
and  GI  bleeding  which  again  required  a trans- 
fusion. 

The  patient's  hospital  course  was  unre- 
markable until  Day  15  when  he  developed  a 
fever  and  vague  abdominal  pain.  Workup  in- 
cluded a barium  enema  and  IVP  which  were 
normal.  Ceftriaxone  was  discontinued  on  Day 
17  and  the  patient  had  no  further  fever.  An- 
other echocardiogram  was  done  and  was  es- 
sentially negative.  Another  liver  CAT  scan  was 
negative. 

Thereafter,  the  patient  remained  afebrile 
with  no  further  problems  and  was  discharged 
on  Day  20. 

Discussion 

This  case  is  interesting  because  the  patient 
initially  presented  with  what  appeared  to  be 
fulminant  "stage  I"  disease,  in  what  is  usually 
considered  a triple  stage  disease. 

Stage  I normally  occurs  about  one  week 
after  a tick  bite,  although  the  incubation  period 
can  extend  3-33  days.  Most  patients  appear 
toxic  and  complain  of  fever  with  severe  fatigue 
and  lethargy.  Other  signs  and  symptoms  in- 
clude sore  throat,  myalgia,  nausea  and  vom- 
iting, headache  and  stiff  neck.  The  classic,  ad- 
ditional physical  finding  is  the  characteristic 
rash  which  has  been  termed  Erythema  chron- 
icum  migrans  (ECM).  It  usually  occurs  initially 
at  the  site  of  the  tick  bite  in  an  annular  con- 
figuration and  then  expands.  As  the  lesion 
grows,  multiple  concentric  rings  or  other  an- 
nular lesions  may  occur.  The  size  of  ECM  can 
be  as  small  as  a few  centimeters,  as  large  as 
70  centimeters  in  diameter  or  involve  an  entire 
area.  Other  variations  reported  include  an  ul- 
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cerated  and  vesicular  center.  The  center  of  the 
rash  may  become  intensely  erythematous  and 
indurated. 

If  a patient  is  untreated,  usually  a single 
ECM  rash  becomes  disseminated.  The  palms, 
soles  and  mucous  membranes  are  usually 
spared.  If  patients  are  treated,  ECM  and  sec- 
ondary lesions  may  fade  within  days.  In  un- 
treated patients,  they  usually  last  10-14  days 
but  may  persist  for  months  and  recur  even  one 
year  later.  Minor  neurological  symptoms  are 
also  believed  to  occur  within  this  stage  and 
can  include  headaches,  neck  pain  and  stiffness 
and  various  musculoskeletal  symptoms  in- 
cluding pains  in  tendons,  muscles,  etc. 

Untreated  patients  progress  to  stage  II  in 
approximately  3 weeks.  Its  range  extends  4-80 
days.  The  2 systems  most  affected  are  cardiac 
and  neurologic.  As  reported  by  Steere  and  col- 
leagues, the  most  common  cardiac  manifes- 
tation appears  to  be  a high  degree  AV  block, 
although  supraventricular  tachycardia  and 
significant  bradycardia  have  also  been  noted. ^ 
Patients  can  also  develop  diffuse  cardiac  in- 
volvement typified  by  EKG  changes  of  diffuse 
T wave  flattening  or  inversions,  ST  segment 
depressions  and  other  nonspecific  intraven- 
tricular conduction  defects  and  PVC's.  It  was 
noted  with  remissions,  EKG's  in  all  patients 
returned  to  normal.  Several  patients  in  this  se- 
ries developed  reduced  left  ventricular  ejection 
fractions  and  pericardial  effusion.  After  ther- 
apy the  ejection  fraction  increased  to  normal. 

Classic  neurologic  symptoms  can  include 
aseptic  meningitis,  cranial  palsies  (particularly 
Bell's  palsy)  and  peripheral  radiculoneuritis.^ 
A significant  portion  of  those  patients  who  de- 
velop signs  of  meningitis  may  also  develop 
signs  and  symptoms  of  encephalitis  including 
lethargy,  difficulty  in  concentration,  irritability 
and  poor  memory.  The  duration  of  these 
symptoms  varies.  (Figure  1.)^ 

Peripheral  radiculoneuritis  involving  the 
upper  extremities,  with  loss  of  muscle  strength 
and  deep  tendon  reflexes  has  also  been  com- 
monly reported.^  It  can  involve  thoracic  der- 
matomes resulting  in  belt-like  distribution  of 
pain  or  numbness. 

Stage  III  of  Lyme  disease  occurs  in  about 
60%  of  untreated  patients.  Its  onset  can  vary 
from  6 weeks  to  several  years.  Its  main  symp- 
tomatology is  arthritis  of  the  large  joints,  par- 
ticularly the  knees.  Other  joints  reported  to  be 
involved  include  shoulders,  hips,  elbows,  an- 


Months 


Figure  1 . Time  course  of  Lyme  disease  manifestations. 
Courtesy  of  the  Centers  for  Disease  Control,  Atlanta. 

kies  and  wrists.  Attacks  of  arthritis  may  recur 
for  many  years.  Ten  percent  of  patients  with 
arthritis  develop  chronic  destructive  disease 
which  includes  erosions  of  cartilage  and  bone. 
Analysis  of  the  joint  fluid  reveals  elevated  pro- 
tein levels  (3.6  to  5.7  gm/dl)  and  white  cell 
counts  vary  between  .5  to  77  x 10^/ml  sq., 
containing  predominantly  polymorphonu- 
clear leukocytes.  Radiologic  findings  of  joints 
demonstrate  evidence  of  effusions,  soft  tissue 
swellings.  Calcification  or  thickening  of  var- 
ious knee  ligaments  is  possible.  Bony  changes 
include  articular  erosions  and  osteoporosis  or 
degenerative  involvement  such  as  osteoscle- 
rosis and  osteophytosis. 

Diagnosis 

The  specific  diagnosis  of  Lyme  disease  is 
difficult.  Isolation  of  the  causative  organism 
from  "infected"  sites  is  extremely  difficult  and 
often  unsuccessful.  The  best  method  is  sero- 
logic antibody  titers,  either  by  immuno- 
fluorescence or  immunosorbent  assay 
(ELISA). 6 

The  specific  IgM  response  in  patients  with 
"minor"  manifestations  such  as  a small  ECM 
rash  may  not  be  detectable  early  in  the  disease. 
Generally,  as  the  patients  became  more  toxic 
their  levels  will  rise  and  peak  in  3 to  6 weeks. 

(Continued  next  page) 
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They  may  remain  elevated  for  months  after 
initial  diagnosis. 

Treatment 

Stage  I Lyme  disease  can  be  treated  with 
penicillin,  Tetracycline  or  Erythromycin.  Al- 
though initially  penicillin  and  Tetracycline  were 
found  to  be  generally  more  efficacious  than 
Erythromycin,  most  physicians  recommend 
Tetracycline,  250  milligrams  4 times  a day  for 
at  least  14  days,  continuing  therapy  until  20 
days  or  one  month  if  symptoms  persist.  Chil- 
dren under  age  8 with  stage  I Lyme  disease 
should  be  treated  with  penicillin  G or  Eryth- 
romycin. 

For  patients  with  stage  II  Lyme  disease, 
(i.e.  cardiac  and  neurologic  abnormality)  in- 
travenous penicillin  is  recommended,  utilizing 
penicillin  G at  a dose  of  4 million  units  IV  every 
4 hours  for  at  least  2 weeks.  Intravenous  or 
oral  Tetracycline  has  also  been  utilized  in  this 
stage  for  a full  4-week  period.  For  patients  with 
high  degree  atrial  ventricular  block  or  mild 
pericarditis,  3.6  gm/day  of  aspirin  or  40  to  60 
milligrams  a day  of  Prednisone  have  also  been 
given.  In  a case  reported  by  Steere  et  al.  Pred- 
nisone was  bolused  and  tapered  5 to  10  mil- 
ligrams per  week,  continuing  therapy  for  2 to 
4 months  due  to  recurrent  nervous  system  or 
joint  symptomatology.  It  should  be  noted  that 
in  patients  who  have  failed  therapy,  pro- 
longed Prednisone  therapy  was  involved. 

For  patients  with  severe  Lyme  arthritis, 
parenteral  penicillin  has  a 40%  response  rate. 
In  patients  with  refractory  arthritis.  Ceftriax- 
one at  high  doses  of  2 grams  every  12  hours 
for  at  least  2 weeks  has  been  utilized.^  In  geo- 
graphic areas  heavily  infested  with  infected 
ticks,  a case  could  be  made  for  prophylactic 
therapy  in  patients  who  report  a definite  tick 
bite.  Periodic  examinations  of  the  serum  for  B. 
burgdorferi  titers  would  also  be  indicated. 

Summary 

This  case  contains  most  of  the  notable 
landmarks  of  the  stages  of  Lyme  disease  (Fig- 
ure 1).  Initially  this  was  a difficult  diagnostic 
situation  because  the  patient  lived  in  an  area 
that  has  not  had  an  incidence  of  Lyme  disease. 
Also,  the  patient  did  not  respond  to  the  "con- 
ventional antibiotics"  (Erythromycin  and  Cef- 
aclor) and  presented  with  a fulminant  toxicity. 


After  hospital  admittance  and  antibiotic  treat- 
ment, he  demonstrated  the  classic  Jarisch- 
Herxheimer  reaction  (which  can  occur  in  up 
to  15%)  which  initially  was  thought  to  repre- 
sent antibiotic  allergy. 

The  next  noteworthy  aspect  of  this  case 
was  it  did  not  respond  to  the  recommended 
antibiotics  for  stage  I Lyme  disease  (Tetracy- 
cline). The  patient  was  readmitted  and  re- 
ceived high  dose  Ceftriaxone  and  Prednisone 
due  to  cardiac  manifestations.  To  avoid  re- 
fractory resistant  Lyme  disease.  Prednisone 
was  rapidly  tapered  in  a 2-week  course. 

Near  the  end  of  the  second  hospital  stay, 
he  demonstrated  what  might  be  considered  a 
"drug  fever"  and  an  interesting  nonspecific 
abdominal  pain  which  has  been  reported  upon 
prolonged  use  of  Ceftriaxone  (it  is  believed  to 
be  due  to  "gallbladder  sludging").  In  short, 
Lyme  disease,  although  not  frequently  re- 
ported in  Iowa,  appears  to  be  a disease  entity 
which  should  be  considered  in  individuals  with 
diffuse  arthritis  and  possible  history  of  rash. 
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AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-1401 

Toll-free  in  Iowa:  1/800-747-3070 

Reprinted  by  permission  from  Kansas  Medicine 
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Worth  a Look!  New  From 
IOWA  MEDICAL  SOCIETY 


Reduce  Your 
Taxes 

and  Strengthen 
Your  Security  with 

The 

Prime  Financial 
Benefit  Trust 


Greater  Security 
Reduced  Taxes 
Effective  Financial 
Planning 

□ Tax  deductible  contributions 

□ Flexible  funding  to  suit  your  cash  flow 
needs 

□ Assets  secured  from  creditors  in  most 
cases.  Product  backed  by  A+  Superior 
rated  insurance  company 

□ Taxes  deferred  on  assets  held  by  the 
insurance  company 


TO 


□ Compatible  with  existing  retirement 
plans,  IRAs  and  Keogh  Plans 

□ Low  set-up  and  maintenance  costs 

□ You  may  terminate  the  plan  at  any  time 

□ No  tax  penalty  for  early  withdrawal 


For  information,  call 
David  Black 
Benefit  Consultant 
The  Prouty  Company 
800/798-1012  or  515/226-9000 
or 

IMS  SERVICES 

800/642-6054  or  515/223-2816 


Now  available  in  Iowa: 


Hyperbaric  Oxygen  Chamber 

Shortens  recovery  time  and  provides  a cost  savings  for  patients. 


Mercy  Hospital  Medical 
Center  now  offers  a hyperbaric 
oxygen  chamber  that  enables  you 
to  treat  patients  with  slow- 
healing  wounds  in  a fraction  of 
the  time  normally  required.  The 
1,000-pound  chamber  operates  on 
the  principle  that  increased  oxy- 
gen levels  enhance  and  quicken 
the  recovery  of  selected  patients. 


The  4x8  foot  cylinder  can 
be  used  to  treat  patients  who  suf- 
fer from  carbon  monoxide 
poisoning,  smoke  inhalation, 
cyanide  poisoning,  gas  gangrene, 
decompression  sickness,  respira- 
tory airway  blockages  and  will 
enhance  the  recovery  of  slow- 
healing  wounds  by  increasing  the 
amount  of  oxygen  in  the  blood. 

In  addition,  treatment 
ensures  a substantial  cost  savings  to  patients  since  their  recovery  time  is  shorter. 


Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only. 
While  undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring 
physician.  Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at 
the  discretion  of  the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist 
for  critically  ill  patients.  If  patients  require  emergency  transport,  Mercy's  air  ambulance 
service  — Air  Life  — is  available. 


Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729, 
extension  3290.  We're  here  to  help. 
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Clinicopathologic  Conference 


The  Case  of  the 
Painful  Buttock 


JOHN  I.  GOTCHALL,  M.D. 
ROBERT  L.  SCHELPER,  M.D. 
ROBERT  L.  RODNITZKY,  M.D. 
Iowa  City,  Iowa 


A63-YEAR-OLD  MAN  witli  a riglit  sevcntli  cra- 
nial nerve  paresis  was  admitted  to  the 
hospital  4 months  after  developing  anorexia, 
weight  loss  and  right  buttock  pain  associated 
with  diminished  urinary  stream.  A transure- 
thral prostate  resection  performed  after  sev- 
eral courses  of  empiric  antibiotics  for  prosta- 
titis showed  nodular  prostatic  hyperplasia  and 
focal  noncaseating  granulomatous  prostatitis. 
The  buttock  pain  worsened,  radiating  to  the 
right  testis.  Progressive  anorexia  resulted  in  a 
40-pound  weight  loss.  Constant  right-sided, 
dull,  frontoparietal  headaches  developed.  An 
extensive  evaluation  in  Florida  was  nondi- 
agnostic. 

An  upper  gastrointestinal  barium  study 
showed  small  antral  ulcerations.  The  symp- 
toms persisted  despite  outpatient  manage- 
ment with  an  antiulcer  medication,  bedrest, 
stool  softeners  and  low  dose  opiates.  The  pa- 
tient was  admitted  for  nasogastric  alimenta- 
tion and  definitive  evaluation. 

Past  history  included  a first  lumbar  ver- 
tebral compression  fracture  resulting  from  a 
boating  accident  7 years  previously,  a right 
herniorrhaphy  4 years  earlier  and  a left  pe- 


Dr.  GotchaU  is  with  the  Department  of  Internal  Medicine,  Dr.  Schel- 
per  is  with  the  Department  of  Pathology  and  Dr.  Rodnitzky  is  with  the 
Department  of  Neurology  at  the  University  of  Iowa  College  of  Medicine. 


ripheral  seventh  cranial  nerve  paresis  in  1962. 
The  patient  was  recently  retired  from  man- 
aging a service  station,  had  discontinued  cig- 
arettes 6 months  ago  and  consumed  alcohol 
in  moderation.  A 67-year-old  brother  had  been 
diagnosed  with  leukemia  and  a sister  died  of 
“bone  cancer"  at  age  52. 

Clinical  Findings 

John  I.  Gottchall,  M.D.,  Internal  Medi- 
cine; Physical  examination  revealed  a thin,  iV 
appearing  man.  Temperature  was  37.2°C,  heaT 
rate  80,  blood  pressure  90/60  mmHg  and  weight 
66.5  kilograms.  The  skin  was  normal.  There 
was  no  lymphadenopathy.  Examination  of  the 
heart,  lungs  and  abdomen  showed  only  mild 
epigastric  tenderness.  The  prostate  was  smooth 
and  stool  guaiac  negative.  Orientation  was  in- 
tact although  short-term  memory  was  limited 
to  2 of  3 objects.  Interpretation  of  proverbs  was 
concrete  and  serial  7 subtractions  were  limited. 
Eyelid  strength  was  diminished  bilaterally, 
more  on  the  right  than  the  left.  Hearing  was 
mildly  diminished  bilaterally.  Muscle  strength 
was  full.  Sensation  was  intact  with  no  dimi- 
nution in  the  area  of  pain.  Pain  was  elicited 
by  palpation  of  the  right  sciatic  notch  but  not 
by  straight  leg  lifting.  Gait  was  normal  and  the 
Romberg  test  negative.  Deep  tendon  reflexes 
were  diminished  at  the  ankles  and  the  Babin- 
ski  response  was  plantar. 

White  blood  count  was  4000/mm^,  hemo- 
globin 13  gm/dl  and  platelet  count  274,000/ 
mm^.  The  electrolytes  and  SMA-12  were  nor- 
mal. The  urine  contained  3-4  wbc/hpf  and  was 
otherwise  normal.  The  chest  x-ray  showed  caT 

(Continued  next  page) 
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cified  granulomata  and  apical  scarring  bilat- 
erally. 

Zeta  sedimentation  rate  was  52  mm/hr.  A 
sample  of  cerebrospinal  fluid  (CSF)  was  clear 
with  an  opening  pressure  of  13  cm;  there  were 
8 wbc/mm^,  predominantly  lymphocytes,  and 
12  rbc/mm^.  The  CSF  protein  was  114  mg/dl 
and  the  glucose  65  mg/dl.  Plain  films  of  the 


'Untreated  tuberculous  meningi- 
tis is  usually  fatal  within  the  6- 
month  course  described  here.' 


lumbar  and  sacral  spine  confirmed  the  pre- 
vious compression  fracture  of  LI  and  posterior 
narrowing  of  the  L-5/S-1  disc  space;  no  addi- 
tional findings  were  discovered  by  magnetic 
resonance  imaging  (MR)  of  the  brain,  lumbo- 
sacral spine  and  abdomen.  An  electroenceph- 
alogram was  consistent  with  mild  diffuse  ce- 
rebral dysfunction.  Computed  tomography 
(CT)  of  the  brain  with  and  without  contrast 
enhancement  was  normal.  Electromyography 
showed  spontaneous  activity  in  the  muscles 
innervated  by  the  right  first  sacral  nerve.  Nerve 
conduction  studies  revealed  diminished  ve- 
locity in  multiple  segments  in  both  lower  ex- 
tremities. 

There  was  no  reaction  to  skin  testing  with 
purified  protein  derivative  (PPD)  and  mumps 
antigen.  Thyroid  function  tests,  serum  vitamin 
B12  and  red  blood  cell  folate  levels  were  nor- 
mal. Serology  for  the  venereal  disease  research 
laboratory  antigen  (VDRL)  and  free  trepen- 
omal  antigen  (FTA)  was  nonreactive.  The  an- 
giotensin converting  enzyme  level  was  normal 
on  2 occasions.  Serology  for  Borrelia  burgdoferi 
and  HIV  was  nonreactive.  Serum  protein  elec- 
trophoresis and  immunoelectrophoresis 
yielded  nonspecific  abnormalities.  Barium 
enema,  rigid  sigmoidoscopy,  cystoscopy,  bone 
scan  and  computed  tomography  of  the  chest 
and  abdomen  were  unrewarding. 

An  intravenous  pyleogram  showed  a large 
post-void  residual.  Esophagogastroduoden- 
oscopy  revealed  antral  scarring  without  ucler- 
ation.  CSF  examination  was  repeated  4 times, 
each  demonstrating  increased  protein  levels, 
normal  glucose,  variable  degrees  of  lympho- 
cytic pleocytosis  and  uncharacterized  but  in- 
creasingly atypical  cells.  The  CSF  cryptococcal 


antigen  was  negative,  cultures  for  mycobac- 
teria were  sterile,  oligoclonal  protein  bands 
were  not  found  and  the  CSF  beta-2  micro- 
globulin, carcinoembryonic  antigen  and  beta- 
glucuronidase  levels  were  normal.  Biopsy  of 
the  right  gastrocnemius  showed  severe  neu- 
rogenic atrophy.  A sural  nerve  biopsy  dem- 
onstrated focal  loss  of  myelinated  fibers  and 
Schwann  cell  collapse. 

During  this  prolonged  hospitalization 
there  was  progressive  muscular  wasting  and 
6 kg  weight  loss  despite  nasogastric  feeding. 
Oral  intake  fell  to  350  kilocalories  per  day. 
Nausea  and  intermittent  emesis  worsened.  The 
right  seventh  cranial  nerve  paresis  progressed, 
dysarthria  developed,  right  ankle  reflex  was 
lost,  there  was  pain  with  right  straight  leg  rais- 
ing and  the  gait  became  unsteady.  Severe  or- 
thostatic hypotension  developed.  The  patient 
remained  afebrile  except  for  an  episode  of 
pneumococcal  pneumonia.  During  the  elev- 
enth hospital  week,  a diagnostic  procedure  was 
performed. 

Clinical  Discussion 

Robert  L.  Rodnitzky,  M.D.,  Neurology: 
This  illness  has  3 phases.  The  first  occurred 
over  4 months  and  was  characterized  by  per- 
sistent right  buttock  pain  with  radiation  to  the 
right  groin,  constant  headache,  a 40-pound 
weight  loss,  anorexia,  nausea  and  fatigue. 
During  the  next  phase,  the  patient  was  chron- 
ically ill  and  had  a mild  memory  deficit,  dif- 
ficulty with  calculations,  poor  abstract  thought, 
bilateral  eyelid  weakness,  decreased  hearing 
and  diminished  ankle  reflexes.  Important  lab- 
oratory studies  included  anergy  to  skin  test- 
ing, a slightly  elevated  sedimination  rate,  a 
lymphocytic  pleocytosis  in  the  CSF  and  a 
markedly  elevated  CSF  protein.  Images  of  the 
brain  with  CT  and  the  spine  with  MR  were 
normal,  but  electromyography  revealed  de- 
nervation in  muscles  innervated  by  the  first 
sacral  nerve  root.  During  the  final  4 weeks  of 
the  illness  there  was  further  weight  loss,  pro- 
gressive right  facial  weakness,  dysarthria  and 
ataxia. 

What  do  those  symptoms  represent?  The 
pain  radiating  into  the  right  groin  could  result 
from  ilioinguinal  nerve  disease,  but  lower  sac- 
ral nerve  root  involvement  is  more  likely  be- 
cause of  the  associated  buttock  pain,  later  de- 
velopment of  a positive  straight  leg  raising  sign 
and  the  electromyogram  results.  The  bilateral 
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eyelid  weakness  probably  represents  seventh 
cranial  nerve  involvement  and  hearing  loss 
may  represent  eighth  cranial  nerve  involve- 
ment bilaterally.  Headache  can  be  nonde- 
script, but  in  a systemically  ill  patient  one 
should  always  consider  lesions  causing  a mass 
effect  in  the  brain,  increased  intracranial  pres- 
sure or  meningeal  irritation  in  the  differential 
diagnosis.  The  unrewarding  imaging  studies 
and  the  normal  opening  pressure  during  CSF 
examinations  argue  against  the  2 former  causes 
of  headache,  while  the  persistent  CSF  pleo- 
cytosis suggests  meningeal  irritation.  The  late 
developing  ataxia  and  dysarthria  likely  rep- 
resents cerebellar  dysfunction. 

How  can  we  anatomically  explain  this 
constellation  of  progressive  cachexia,  cranial 
nerve  abnormalities,  spinal  root  disease,  head- 
ache, mild  cognitive  decline  and  cerebellar 
signs?  Either  a diffuse  process  such  as  vas- 
culitis involved  both  the  central  and  peripheral 
nervous  systems,  or  involvement  of  a single 
pervasive  anatomic  structure  such  as  the  me- 
ninges produced  changes  in  the  subjacent  ce- 
rebral and  cerebellar  cortex,  and  in  spinal  and 
cranial  nerves  as  they  pass  through  this  struc- 
ture. 

Supporting  a diagnosis  of  vasculitis,  al- 
though nonspecific,  is  the  persistently  ele- 
vated erythrocyte  sedimentation  rate.  Let  us 
consider  the  spectrum  of  vasculitis  affecting 
the  nervous  system.  Isolated  angiitis  of  the 
central  nervous  system  affects  primarily  small 
vessels  in  the  central  nervous  system.  Al- 
though a CSF  pleocytosis  may  be  seen,  the 
syndrome  typically  includes  seizures,  stroke- 
like episodes  and  prominent  early  behavioral 
changes  rather  than  progressive  cachexia  and 
early  spinal  root  involvement. 

Wegener's  granulomatosis  can  cause  cra- 
nial nerve  involvement,  but  this  patient  had 
no  evidence  of  the  typical  respiratory  tract  ab- 
normalities, glomerulonephritis  or  ulcerative 
lesions.  Churg-Strauss  syndrome  and  polyar- 
teritis can  produce  mononeuritis  multiplex,  but 
usually  are  accompanied  by  eosinophilia  and 
other  organ,  particularly  pulmonary,  involve- 
ment. Lymphomatoid  granulomatosis  and  Be- 
chet's disease  are  also  unlikely,  the  former  be- 
cause of  the  absence  of  typical  pulmonary  and 
cutaneous  involvement  and  the  latter  because 
of  the  lack  of  mucosal  or  genital  ulcers. 

Isolated  necrotizing  arteritis  of  the  pe- 
ripheral nervous  system  is  a more  serious  con- 


sideration in  this  patient  because  it  involves 
the  peripheral  nervous  system  in  isolation  and 
does  not  produce  organ  involvement  else- 
where. In  a recent  series,  the  average  age  of 
onset  was  61  years.  Sixty  percent  of  patients 
had  spontaneous  neurogenic  pain,  44%  had 
weight  loss  and  63%  had  mononeuritis  mul- 
tiplex. 

At  first  glance,  isolated  necrotizing  arter- 
itis of  the  peripheral  nervous  system  might 
explain  many  of  the  signs  and  symptoms  pre- 


'There  is  argument  about  whether 
scar  carcinomas  actually  arise  in 
a scar  or  if  they  cause  the  scar.' 


sented  today.  When  mononeuritis  multiplex 
appears  in  this  condition,  however,  it  usually 
involves  the  peroneal  nerve  and  has  a precip- 
itous onset,  while  cranial  nerve  involvement 
is  rare  and  the  CSF  is  usually  normal.  A pe- 
ripheral nerve  biopsy  in  necrotizing  angitis  of 
the  peripheral  nervous  system  almost  always 
shows  evidence  of  vasculitis.  Thus,  without 
signs  of  vasculitis  outside  the  nervous  system 
or  evidence  of  vasculitis  on  nerve  and  muscle 
biopsies,  a vasculitic  process  seems  unlikely. 

Tuberculous  meningitis  often  concen- 
trates at  the  base  of  the  brain  causing  multiple 
cranial  nerve  abnormalities  and  may  be  diffi- 
cult to  diagnose  since  CSF  acid-fast  stains  may 
be  negative  and  patients  may  be  anergic  to 
PPD.  Several  features  speak  against  tubercu- 
lous meningitis  in  this  case,  however.  While 
the  patient  had  a lymphocytic  pleocytosis  on 
multiple  CSF  exams,  never  was  the  typical  low 
CSF  glucose  demonstrated  and  cultures  for 
mycobacteria  remained  negative  over  several 
weeks.  Untreated  tuberculous  meningitis  is 
usually  fatal  within  the  6-month  course  de- 
scribed here.  Fungal  disease  is  unlikely  given 
the  normal  CSF  glucose,  negative  fungal  cul- 
tures and  lack  of  predisposing  condition.  A 
strong  point  against  a diagnosis  of  neuro- 
syphilis is  the  nonreactive  serology  for  VDRL 
and  FTA. 

Lyme  disease  is  possible,  if  for  no  other 
reason  than  the  bilateral  seventh  cranial  nerve 
palsies,  although  radiculopathies  and  CSF 
pleocytosis  may  also  develop.  The  classic  his- 
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tory  includes  a preceding  rash  characteristic  of 
erythema  chronicum  migraines,  but  many  pa- 
tients with  well-documented  disease  can't  re- 
call a rash.  The  feature  that  argues  against 
Lyme  disease  is  the  negative  serum  antibody 
titer  to  the  spirochete  Borrelia  burgdorferi  dur- 
ing the  course  of  a meningitic-neuritic  illness. 
Although  the  antibody  need  not  be  present 
during  early  phases,  once  patients  reach  the 
meningitic-neuritic  phase  of  Lyme  disease, 
nearly  100%  have  a positive  antibody  titer. 

Sarcoidosis,  another  systemic  illness  which 
should  be  strongly  considered,  involves  the 
nervous  system  in  approximately  5%  of  cases. 
Granulomatous  meningitis  may  produce  cra- 
nial nerve  involvement,  most  commonly  the 
seventh  cranial  nerve.  In  a recent  review  of 
neurosarcoid,  however,  virtually  all  patients 
also  had  non-neurologic  stigmata  of  sarcoid 
disease.  In  the  current  case,  anergy  is  the  only 
systemic  sign  of  sarcoidosis.  Elevations  of  an- 
giotensin converting  enzyme  are  found  in  60- 
85%  of  cases;  the  levels  were  normal  on  2 oc- 
casions in  the  present  case.  Finally,  a muscle 
biopsy  in  this  patient  showed  no  evidence  of 
sarcoidosis.  Even  random  biopsies  of  asymp- 
tomatic muscles  show  noncaseating  granu- 
lomas in  50-80%  of  patients  with  sarcoidosis. 
For  these  reasons  1 consider  sarcoid  unlikely. 

Could  this  represent  a neoplastic  disease 
of  the  meninges?  Primary  meningeal  neo- 
plasms such  as  meningioma  are  usually  dis- 
crete but  can  rarely  be  diffuse.  A diffuse  form 
of  primary  leptomeningeal  glioma  arising  from 
heterotopic  neurolial  tissue  in  the  meninges 
has  been  described,  but  some  pathologists  dis- 
pute this  entity,  claiming  the  diagnosis  cannot 
be  made  until  a postmortem  has  excluded  a 
small  glioma  arising  in  the  neuroaxis  and  seed- 
ing the  entire  meninges.  In  any  case,  the  tu- 
mor typically  encases  rather  than  infiltrates 
nerves,  so  spinal  and  cranial  nerve  symptoms 
are  generally  less  prominent  than  in  the  case 
under  discussion.  Primary  leptomeningeal 
sarcomatosis  can  also  present  with  cranial 
nerve  or  spinal  root  involvement.  However, 
the  early  cachexia  and  weight  loss  speak  against 
this  primary  leptomeningeal  tumor. 

Several  brain  tumors,  including  gliomas, 
ependymomas,  medulloblastomas,  germino- 
mas  and  primary  lymphomas  of  the  central 
nervous  system  may  seed  the  CSF  with  cells 
capable  of  implanting  on  the  meninges  any- 
where in  the  neuroaxis.  In  those  cases,  how- 


ever, you  would  expect  to  see  the  primary  tu- 
mor on  imaging  studies  which  were  negative 
in  the  current  case. 

Could  this  be  a metastatic  neoplastic  men- 
ingitis arising  from  a primary  tumor  outside 
the  central  nervous  system?  Certain  tumors 


'Sarcoidosis,  another  systemic  ill- 
ness which  should  be  strongly 
considered,  involves  the  nervous 
system  in  approximately  5%  of 
cases/ 


metastasize  to  the  parenchyma  of  the  brain 
and  to  the  meninges.  In  one  large  series  of 
metastatic  leptomeningeal  cancers,  the  most 
common  primary  tumors  in  order  of  preva- 
lence were  breast  cancer,  lymphoma,  lung 
cancer  and  melanoma.  Usually  meningeal  me- 
tastases  occur  in  association  with  parenchymal 
brain  metastases,  but  in  2 large  series  approx- 
imately 5%  spread  to  the  meninges  alone.  In 
a large  series  reported  from  a cancer  referral 
center,  most  patients  were  40-60  years  old. 
Eight  percent  presented  with  leptomeningeal 
metastases;  22%  of  those  had  no  other  metas- 
tases at  the  time  leptomeningeal  disease  was 
identified.  Cranial  nerve  involvement  was 
found  in  80%  of  patients;  the  cranial  nerves 
innervating  the  extraocular  muscles  were  the 
most  commonly  involved,  followed  by  the  sev- 
enth cranial  nerve,  eighth  cranial  nerve  and 
optic  nerve. 

This  patient  clearly  had  involvement  of 
the  seventh  and  perhaps  the  eighth  cranial 
nerve  as  well.  Returning  to  that  large  series, 
while  only  25%  of  patients  with  leptomenin- 
geal carcinoma  had  symptoms  relating  to  spinal 
root  involvement,  physical  examination  re- 
vealed signs  of  spinal  root  involvement  in  80% 
of  patients.  At  presentation,  40%  of  patients 
had  headache  and  50%  had  cognitive  changes. 
Thus,  the  tetrad  of  cognitive  changes,  head- 
ache, cranial  nerve  involvement  and  spinal  root 
involvement  displayed  in  this  case  is  quite  typ- 
ical of  leptomeningeal  cancer. 

Instructive  features  of  the  course  of  lep- 
tomeningeal carcinomatosis  are  revealed  in 
another  series  showing  the  time  from  the  first 
symptom  to  diagnosis  ranged  from  2 weeks  to 
8 months  with  a mean  of  2 months,  not  out 
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of  the  range  for  our  patient.  The  presenting 
symptoms  in  that  series  were  headache,  leg 
pain  and  low  back  pain;  cranial  nerve  involve- 
ment and  cognitive  changes  were  later  mani- 
festations. Ultimately,  90%  of  their  patients  had 
cranial  nerve  and  spinal  root  involvement. 

Let  us  examine  how  these  symptoms  are 
produced  in  leptomeningeal  carcinomatosis. 
Cranial  nerves  and  spinal  roots  are  directly 
invaded  as  they  pass  through  the  subarach- 
noid space  and  through  the  involved  menin- 
ges. The  heaviest  tumor  concentration  tends 
to  be  at  the  base  of  the  brain  and  in  the  cauda 
equina.  Explanations  for  the  development  of 
cerebral  symptoms  include:  direct  invasion  of 
the  brain  parenchyma  through  the  perivas- 
cular spaces  around  penetrating  pial  vessels; 
development  of  hydrocephalus  from  occlusion 
of  the  absorptive  surface  over  the  convexity  of 
the  brain  by  meningeal  tumor;  and  ischemia 
or  interference  with  the  metabolism  of  the  brain 
underlying  involved  meninges. 

How  is  a clinical  diagnosis  of  leptomen- 
ingeal carcinomatosis  confirmed?  CT  may  show 
enhancement  of  the  meninges  or  ependyma, 
obliteration  of  the  sulci  or  cisterns  by  tumor, 
hydrocephalus  with  transependymal  edema 
or  enhancing  cortical  nodules.  While  only 
about  24%  of  patients  have  abnormal  CT  scans 
at  the  time  of  presentation,  72%  will  develop 
one  or  more  CT  abnormalities  in  time.  Spine 
MR  or  a myelogram  might  also  show  tumor 
nodules.  CSF  markers  may  be  helpful  when 
positive.  An  elevated  carcinoembryonic  anti- 
gen strongly  suggests  meningeal  cancer,  but 
abnormal  levels  are  found  in  less  than  one- 
third  of  patients  with  proven  meningeal  car- 
cinoma and  only  rarely  in  lymphomatous 
meningitis.  The  sensitivity  of  elevated  levels 
of  beta-glucuronidase  approaches  90%  in  pa- 
tients with  metastatic  leptomeningeal  breast 
cancer,  but  it  is  not  specific.  Beta-2-microglob- 
ulin  may  be  elevated  in  patients  with  hema- 
tologic malignancies.  Negative  imaging  stud- 
ies and  protein  markers,  as  in  this  case,  do  not 
preclude  a diagnosis  of  leptomeningeal  carci- 
nomatosis. 

How  does  this  patient's  CSF  fit  a diag- 
nosis of  meningeal  cancer?  The  elevated  CSF 
protein  is  typical.  CSF  glucose  may  be  de- 
pressed, but  is  normal  in  75%  of  cases.  CSF 
pleocytosis  is  often  present,  is  typically  lym- 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1  For  therapeutic  use  in  patients  with  hyppkalemia  with  er  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (eg.,  spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation, 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  fOO.OOO 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown  K-OUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  it  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis- Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate, 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Ferliiity:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate, 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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phocytic  and  may  be  as  high  as  500  cells/mm^. 
The  CSF  may  also  contain  exfoliated  tumor 
cells.  In  one  large  series  only  50%  of  CSF  cy- 
tologies were  positive  at  the  first  tap,  but  the 
positivity  rate  rose  to  about  90%  after  the  third 
sample.  It  is  well  established  that  in  the  re- 
maining 10%,  the  meninges  may  be  found  cov- 
ered by  a sheet  of  neoplastic  cells  at  postmor- 
tem examination. 

In  summary,  I think  the  patient  had  a me- 
tastic  neoplastic  meningitis.  I believe  the  pri- 
mary neoplasm  lay  outside  the  central  nervous 
system  because  of  the  early  and  severe  con- 
stitutional symptoms.  The  prolonged,  pro- 
gressive downhill  clinical  course  suggests  a 
carcinoma,  even  though  lymphomas  more 
commonly  metastasize  to  the  meninges  with- 
out simultaneously  involving  the  brain  paren- 
chyma. The  patient's  smoking  history  places 
him  at  risk  for  carcinoma  of  the  lung,  one  of 
the  2 most  common  causes  of  leptomeningeal 
carcinoma  among  men  in  every  series.  Extra- 
thoracic  metastases  occur  in  50%  of  epider- 
moid carcinomas,  80%  of  adenocarcinomas  and 
90%  of  small  cell  carcinomas.  In  a series  of  500 
patients  with  small  cell  carcinoma,  11%  had 
leptomeningeal  metastases.  While  most  of 
those  had  parenchymal  metastases  as  well,  8% 
had  meningeal  metastases  alone. 

The  diagnostic  procedure  was  either  a CSF 
study  or  a meningeal  biopsy.  I believe  the  cli- 
nicians lost  confidence  in  still  another  CSF  ex- 
amination after  5 negative  studies,  choosing 
instead  to  invoke  Sutton's  law  and  "go  where 
the  money  is."  Thus,  I think  the  diagnostic 
procedure  was  a meningeal  biopsy  showing 
neoplastic  infiltration  of  the  meninges  by  a lung 
carcinoma,  most  likely  small  cell  carcinoma. 

Pathology  Discussion 

Robert  L.  Schelper,  M.D.,  Pathology:  The 
first  specimen  to  give  a clue  to  the  diagnosis 
was  the  histochemical  evaluation  of  the  frozen 
muscle  biopsy.  A muscle  biopsy  evaluates  more 
than  muscle;  it  examines  the  motor  unit  (which 
includes  the  spinal  and  motor  neuron),  its  axon 
in  the  peripheral  nerve  and  the  muscle  fiber 
innervated  by  the  axon.  Nerve  and  vessel 
branches  within  the  muscle  are  also  examined. 

It  is  clear  something  is  wrong  in  this  mus- 
cle biopsy  because  not  all  the  muscle  fibers  are 
the  same  size.  It  is  also  clear  that  atrophic  fi- 
bers are  clustered  in  small  groups.  Based  on 
those  observations,  this  patient  has  aneuro- 


pathy.  Either  the  peripheral  nerve  or  the  mo- 
tor neuron  are  diseased,  resulting  in  atrophy 
of  the  muscle  fibers  innervated  by  that  nerve. 
The  clustering  of  type  I and  type  II  fibers  sug- 
gests some  reinnervation.  The  biopsy  thus 
shows  us  that  the  peripheral  neuropathy  has 
been  present  for  weeks  to  months.  A nerve 
biopsy  showed  axonal  degeneration  and  seg- 
mental remyelination,  supporting  the  diag- 
nosis of  peripheral  neuropathy.  There  is  no 
sign  of  vasculitis  in  either  specimen. 

CSF  samples  began  to  show  atypical,  large 
cells.  One  sample  showed  a small  cluster  of 
cells  suggesting  a neoplasm,  but  the  pathol- 
ogist correctly  showed  restraint  in  not  calling 
this  potentiaUy  reactive  atypia,  a malignancy. 

The  answer  was  found  in  a leptomenin- 
geal  biopsy  showing  metastic  carcinoma.  Some 
of  the  cells  had  vacuoles,  suggesting  an  ad- 
enocarcinoma. The  prognosis  in  that  disease 
is  dismal;  this  patient  died  after  developing 
recurrent  pneumonias.  At  the  time  of  autopsy, 
there  was  no  obvious  tumor  except  in  the  ad- 
renal glands.  Where  is  the  primary?  In  a man 
with  bilteral  adrenal  metastases  and  a smoking 
history,  the  obvious  choice  is  lung. 


Grossly,  the  lungs  had  many  small  white 
nodules,  but  section  after  section  revealed  only 
resolving  pneumonia.  Finally,  we  found  a small 
pucker  on  the  surface  of  the  right  lung  apex, 
pulling  the  pleura  down  into  a white  nodule 
less  than  a centimeter  in  diameter.  The  his- 
tologic sections  showed  an  adenocarcinoma 
with  an  appearance  identical  to  the  tumor  in 
the  leptomeninges.  The  tumor  contained  an 
area  of  fibrosis  as  well,  suggesting  a scar  car- 
cinoma. There  is  argument  about  whether  scar 
carcinomas  actually  arise  in  a scar  or  if  they 
cause  the  scar;  some  say  many  scar  carcinomas 
arise  in  old  pulmonary  infarcts.  Sometimes  you 
must  look  very  hard  to  find  the  primary  neo- 
plasm, even  at  the  time  of  autopsy. 

Clinical  Diagnosis:  Metastatic  Leptomenin- 

geal  Carcinomatosis,  Primary  Broncho- 
genic Small  Cell  Carcinoma 
Pathologic  Diagnosis:  Metastatic  Leptomenin- 
geal  Carcinomatosis,  Primary  Pulmonary 
“Scar"  Adenocarcinoma 


A bibliography  is  available  either  from  the  author  or  the  editors  of 
IOWA  MEDICINE. 


REDUCE  YOUR  LOSS  RATIO 

How  often  has  your  staff  needed  to  locate  a missing  person?  How  often  have  they  sent  a file  to  an  outside  firm? 
How  often  has  that  person  still  not  been  found?  How  often  was  that  firm  very  expensive? 

Would  you  like  to  be  able  to  increase  your  company’s  in-house  find  ratio,  or  decrease  your  company’s  expense 
of  outside  locating  firms? 

Financial  Training  Institute  has  the  “How  to  Find  Missing  Persons”  Manual,  specifically  designed  to  help  anyone 
in  a commercial  environment,  find  missing  persons  on  their  own  and  increase  the  probability  of  collecting  from  a 
bad  account.  There  are  a variety  of  methods  and  concepts  contained  in  our  Manual  that  can  significantly  lower  the 
costs  of  finding  missing  persons.  This  Manual  also  shows  how  to  detect  social  security  number  fraud. 

The  “How  to  Find  Missing  Persons”  Manual  is  comprehensive,  yet  easily  understood,  and  has  been  found 
extremely  valuable  by  two  groups  involved  in  locating  or  collection,  the  novice  and  the  veteran.  Some  of  the 
organizations  that  are  benefiting  from  our  Manual  include: 

Insurance  Companies  Rental  Agencies  Medical  Associations 

Legal  Firms  Credit  Card  Systems  International  Corporations 

Banks,  Savings  & Loans  State  Loan  Commissions  Law  Enforcement  Personnel 

Credit  Unions  (students) 

Previous  users  of  this  Manual  have  found  that  most  companies  can  recover  their  purchase  price  by  resolving 
one  specific  past  or  future  case.  Users  also  find  that  the  Manual  increases  their  job  skills  enabling  them  to  dramatically 
change  their  department’s  value  to  the  company. 

“The  Nilson  Report”  (a  credit  card  executive  advisory  service)  recommended  the  original  “How  to  Find  Missing 
Persons”  Manual  to  every  business  in  issue  No.  164,  of  July  1981. 

The  Manual  is  authored  by  Don  Elliott.  His  background  includes  over  25  years  of  investigative  experience  as  a 
Naval  Intelligence  Officer,  Retail  Credit  Administrator,  and  Owner  of  Collection  Agencies. 

Wouldn’t  you  like  to  improve  your  firm’s  probability  of  successful  locating?  To  receive  your  copy  of  the  “How  to 
Find  Missing  Persons”  Manual  send  $79.95  to: 

FINANCIAL  TRAINING  INSTITUTE,  INC. 

5100  West  164th  Street,  Suite  21 
Cleveland,  Ohio  44142 

Your  Manual  will  arrive  marked  for  your  personal  attention  only. 
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“I  want  a 

malpractice  carrier 
that  knows  how  to 
fi^ht.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we're  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

.\nd  when  we  go  to  battle,  our  wiaining 
record  is  unsujpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liabiliU  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  tlie  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  slabilitv’.  W itli  nearly 
a billion  dollaj  s in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


Serving  Iowa  Physicians  Since  1920. 


Gerrj  Smeader;  Suite  512,  Merle  Hay  Tower,  5800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  L\  50394,  (515)  276-6202 
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The  Editor  Comments 

RBRVS  Debate  Continues 


The  "value"  or  "worth"  of  a man  is,  as  of  all 
other  things,  his  price;  that  is  to  say  so  much  as 
would  be  given  for  the  use  of  his  power. 

—Thomas  Hobbes  (1588-1679), 
English  philosopher 

Value  — a fair  return  or  equivalent  in 
goods,  services  or  money  for  something  ex- 
changed. , 

Relative  (adjective)  — not  absolute  or  inde- 
pendent. 

The  vocabulary  of  our  profession  has 
seen  an  increase  in  non-medical  terms 
during  the  past  several  decades.  We  have 
been  encumbered  with  such  terms  as  "ven- 
dor,” "third-party,"  "Medicare"  and  "health 
maintenance."  These  terms  are  intimately  in- 
volved in  the  way  we  practice  medicine. 

To  compound  the  problem,  the  Medi- 
care patient  is  involved  with  a new  language 
which  surely  may  be  confusing.  I received 
the  1989  "Medicare  Handbook"  recently. 

This  "official  information"  handbook  from 
the  U.S.  Department  of  Health  and  Human 
Services  contains  IV2  pages  of  a "glossary  of 
Medicare-related  terms."  Taking  into  ac- 
count literacy  variations  in  the  aging  popula- 
tion the  information  must  be  quite  confus- 
ing. Much  terminology  is  not  totally  clear  to 
those  of  us  in  the  position  of  providing  and 
billing  for  medical  services. 

Now  we  are  reintroduced  to  another 
term  — "relative  value,"  but  with  a new 
twist  — "resource  based."  The  concept  of 
the  resource  based  relative  value  scale 
(RBRVS)  has  been  conceived  to  redistribute 
Medicare  payments  to  physicians  by  service, 
specialty  and  geographic  area. 

The  RBRVS  is  based  on  the  cost  of  phy- 


sician resources  for  physician  services  in  18 
major  specialties  (specialties  that  account  for 
most  of  Medicare  charges).  The  resource  cost 
of  the  physician's  services  would  be  based 
on  such  parameters  as  intensity  of  mental  ef- 
fort, judgement,  technical  skill,  physical  ef- 
fort and  stress,  time  spent  performing  the 
service,  the  amortized  cost  of  specialty  train- 
ing and  overhead  costs. 

These  parameters  may  seem  fair,  but 
there  are  serious  limitations.  Only  the  re- 
source inputs  are  measured.  There  is  no 
consideration  of  the  benefits  of  professional 
services,  nor  of  the  differences  in  physicians' 
competence  or  the  quality  of  services.  Fur- 
thermore, there  is  no  consideration  of  differ- 
ences in  the  severity  of  the  illness  nor  the 
health  outcome. 

The  authors  of  this  plan  have  put  much 
time  and  study  into  their  conclusions.  As 
with  any  departure  from  existing  plans  and 
procedures,  there  will  be  further  study  and 
revisions.  There  will  be  much  debate  as  ef- 
forts for  refinement  proceed.  One  such  de- 
bate occurred  at  the  annual  scientific  session 
of  the  IMS  on  April  21.  A report  of  that  dis- 
cussion appears  in  this  issue  of  iowa  medi- 
cine. The  comments  are  illuminating.  It  will 
be  noted  that  already  dissension  has  come 
from  a large  group  of  physicians  — the 
American  College  of  Surgeons. 

This  is  an  issue  that  has  viability.  As 
with  any  living  thing,  there  will  be  changes 
with  growth.  Growth  is  often  associated 
with  "growing  pains."  Physicians  should  be 
alert  to  the  upcoming  debates  and  modifica- 
tions (if  any)  of  RBRVS.  The  impact  of  this 
concept  may  be  great  on  the  delivery  of 
health  services  and  subsequent  remunera- 
tion for  some.  — M.E.A. 
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Richard  M.  Caplan,  M.D 


CME  Notebook 


Craftsmanship 


At  a recent  lecture  the  speaker  invoked 
the  ancient  Greek  notion  of  craftsman- 
ship {techne)  and  applied  it  to  medicine.  He 
argued  that  to  practice  medicine  requires  the 
same  2 elements  of  craftsmanship,  intellec- 
tion and  production,  needed  for  all  other 
crafts,  such  as  playing  a musical  instrument 
or  making  a pair  of  shoes.  Although  I'd  not 
thought  of  it  that  way  (and  didn't  recall  the 
word  intellection)  I had  to  concede  there  are 
ideas  (concepts,  understandings,  plans)  a 
physician  needs  in  order  to  understand  pa- 
tients and  their  problems.  But  such  mental 
insights  are  of  no  use  to  practical  affairs  (the 
patient)  unless  joined  by  some  acts  of  doing. 
The  words  "acts"  and  "doing"  suggest  mus- 
culoskeletal follow-through  to  the  chemical 
or  cellular  events  of  the  brain.  Most  com- 
monly we  use  speech  (for  explanation,  dis- 
cussion, instruction)  and  movements  of 
larger  muscle  groups  (for  physical  examina- 
tion, patting  the  patient  reassuringly,  writ- 
ing prescriptions,  performing  surgery). 

The  lecture  was  sponsored  by  my  uni- 
versity's College  of  Law  and  an  interdiscipli- 
nary faculty  group  interested  in  the  nature 
of  rhetoric,  in  both  its  senses;  the  study  of 
words  and  the  rules  for  manipulating  them 
for  communication;  and  the  older  sense  of 
oratory  or  persuasion,  often  with  a connota- 
tion of  falseness  or  insincerity.  The  role  of 
rhetoric  entered  the  lecture  not  only  regard- 
ing law  but  also  medicine,  for  the  speaker 
often  found  useful  comparisons.  My  own 
ruminations  meandered  to  the  indispensible 
role  of  rhetoric  in  making  effective  the  craft 
of  medical  practice.  Granted,  one  might 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


(through  intellection)  conceive  of  establish- 
ing a clear  airway  for  an  unconscious  pa- 
tient; one  might  do  it  for  such  a patient,  and 
believe  it  was  only  a motor  act,  involving  no 
use  of  words  or  persuasion.  But  such  a be- 
lief overlooks  the  effective  use  of  words, 
written  or  spoken,  that  allowed  the  intellec- 
tion required  to  perform  the  manual  proce- 
dure. 

With  mentally  competent  patients,  the 
physician  always  seeks  to  explain  and  per- 
suade. Maybe  you'd  rather  call  such  activity 
"educating  the  patient"  or  "selling  your  rec- 
ommendations." For  some  specialties  the 
learner  may  be  not  a patient  but  a board  of 
directors,  a legislature,  other  physicians,  etc. 
No  matter;  if  you  can't  teach/sell  success- 
fully, you  are  lost  as  a physician.  You  fail  in 
the  exercise  of  your  craft. 

Although  Plato  judged  craftsmen  as 
lower  beings  than  his  philosopher-kings,  I 
feel  craftsmanship  warrants  no  bum  rap. 
Plato  was  wrong  about  lots  of  things  — for 
today's  world,  anyhow.  I would  wish, 
though,  that  medical  craftsmen  be  reflective 
about  themselves  and  their  work.  This  re- 
quires reading,  discussing,  thinking  and 
sometimes  even  writing  thoughtful  com- 
ments about  themselves  and  their  activities. 
There  is  no  end  of  questions  to  ponder. 
Here's  one  put  to  me  by  a friend  who  at- 
tended the  same  lecture;  does  anesthesia  re- 
move not  only  the  pain  of  surgery,  but  also 
the  sense  of  guilt  that  might  otherwise  ac- 
crue to  one  who  understands  illness  as  a 
punishment? 

Without  reflective  acts  of  intellect  there 
can  be  no  effective  crafts  of  medicine,  with- 
out which  there  can  be  neither  a medical 
profession  nor  a well-served  society. 
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AD 

CARTOONS 


Spilt  Miir 

The  Advertising  Used  by  Professionais 


Now  there’: 


s a way  to  get  your  name  out  in  your 
community — without  the  usual  advertising  ethical  taboos 
which  face  doctors  and  members  of  other  elite  professions. 

It  S called  Spilt  Milk  ad  safety  cartoons — a public  service 
method  of  advertising  in  newspapers  and  other  print  media. 
Spilt  Milk  cartoons  combine  humor  with  a safety  incident  and 
create  a special  message  from  you  to  your  community. 

Advertisers  build  a positive  image  and  create  name 

recognition  all  at  the  same  time! 


Consider  these  advantages: 

■ it’s  unique — readers  will  look  for  the  new  cartoon  week 
after  week 

■ an  exclusive-use-guarantee  for  the  publications  of 
your  choice 

■ it  will  increase  your  office  volume  through  name 
recognition 

■ it  will  benefit  those  in  your  community  with  its 
unique  message 

■ it’s  inexpensive — a low,  monthly  rate  plus  your 
newspaper  space  charge  is  all  of  the  cost  involved 

All  you  have  to  do  is  arrange  space  with  the  newspaper 
of  your  choice  and  we’ll  send  you  a new  set  of  cartoons 
each  month. 

Interested?  Respond  today  for  further  information  by  calling 
1-800-448-8779  or  255-8779  in  Des  Moines.  If  you  prefer,  complete  the  coupon  and  send  it 
to  the  address  below  and  we  will  contact  vou  with  further  information. 


Name  

Address  

City/State/Zip 

Tentative  news- 
paper of  choice 


[i^KRDBRIDGE 

^\\\V  PRODUCTIONS 


PO  BOX  2185  ( DES  MOINES  lA  50310-0185 

1-800-448-8779 


Practice  Management 


401  (k)  — Plan  of  the  Future 


The  tax  reform  act  of  1986  requires  tax- 
payers to  modify  retirement  plans  again. 
Congress  imposed  limitations  on  deductible 
contributions  to  individual  retirement  ac- 
counts. Medical  groups  must  update  their  re- 
tirement plans  by  the  last  date  of  the  plan  year 
beginning  after  December  31,  1988. 

Due  to  the  significant  retirement  plan 
changes  the  401  (k)  plan  (also  called  a cash  or 
deferred  arrangement  — CODA)  may  become 
popular  because  it  allows  employees  to  make 
pretax  contributions.  The  CODA  permits  an 


employee  to  receive  a cash  sum  or  have  that 
amount  contributed  to  the  401(k)  plan.  Cash 
payments  directly  paid  to  the  employees  are 
taxable  wages  while  amounts  contributed  to 
the  CODA  are  excluded  from  the  employee's 
current  income.  These  pretax  contributions  will 
accumulate  in  the  plan  tax  free. 

Employees  will  not  be  subject  to  tax  on 
the  amounts  contributed  to  the  CODA  until 
the  CODA  pays  them  out.  However,  TRA  86 
provides  that  early  distributions  from  CODAs 
are  subject  to  a 10%  additional  penalty  tax. 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOnACTICS. 


What  is/who  are  SOnACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  sp)ecial  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

I * WEST  DES  MOINES.  IOWA  50265 

(515)  224  4565 
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ARMY  RESERVE 


MEDICAL  PROFILE  N0.9 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L HOLWICK, M.D. 

General  and  Trauma  Sui^eon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  1 can  be  involved  in  virtually  anything 
1 choose.  If  a certain  case  interests  me,  1 can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  1 have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“1  spent  six  months  looking  into  the  Army 
Reserve  program  before  1 joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  1 still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
hSOO-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Asad,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


AXID® 

nizatidine  capsules 
Bhef  Summary 

Consult  the  package  literature  for  complete  Information. 

Indications  and  Usage:  And  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer.  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  contnuous  therapy  with  Axid  for  longer  than  one  year  are  not  known. 
Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caubon  in  pabents  wrth  hypersensitivity  to  other 
Hrieceptor  antagonists 

Precautions:  Genera/  - 1 Symptomatic  response  to  nizabdine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizabdine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  insufficiency 

3 Pharrnacokinebc  studies  in  pabents  wrth  heoatorenal  s^rome  have  not  been 
done  Part  of  the  dose  of  nizabdine  is  metabolized  in  the  liver  In  pabents  with  normal 
renal  funcbon  and  uncomplicated  hepabc  dysfuncbon,  the  disposibon  of  nizabdine 
IS  similar  to  that  in  normal  subjects 

Uborafory  Tests  - False-posibve  tests  for  urobilinogen  with  Mulbstix*  may 
occur  dunng  therapy  with  nizabdine 

Drug  Interactions  - No  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  iidocaine,  phenytoin,  and  wartann  Axid 
does  not  inhibit  the  cytochrome  P-4S0-iinked  drug-metabolizing  enzyme  system, 
therefore,  drug  interacbons  mediated  by  inhibibon  of  hepabc  metabolism  are  not 
expected  to  occur  In  pabents  given  very  high  doses  (3,900  mg)  of  aspirm  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizabdine.  1 50  mg  o i d . was 
administered  concurrent 

Caranogenesis.  Mutagenesis.  Impairment  of  Fertlrty  - A two-year  oral  car- 
cinogenict  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evid^e  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastnc  oxynbc  mucosa  In  a two-year  sbidy  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 


liver  were  increased  in  the  high-dose  males  as  compark  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  significam  increases  in  hepabc  carcinoma 


dose  groups  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maumum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
iniury  (transaminase  elevabons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg'day.  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potenbai  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbai 
genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduled  ONA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aoerrabon 
tests,  and  a micronucleus  test 

In  a two-generabon,  oennatal  and  postnatal  ferblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg'day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  admmistrabon  to  pregnam  New  Zealand  White  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg^  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  1^re  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  knovm  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdine  should  be 
used  dunng  pregnancy  only  rf  the  potenbai  benefit  justmes  the  potenbai  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  nizabdine  is  secreted  in  human  milk  in 
proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
lenng  nizabdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effecbveness  in  children  have  not  been  established 
Use  m Elderly  Patients  - Ulcer  healing  rates  in  elderty  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reacbont;  Clinical  tnals  of  nizabdine  included  almost  5,(X)0  patterns 
given  nizabdine  in  studies  of  varying  durabons  Domesbc  placebo-controlled  tnals 
included  over  1 .900  pabents  given  nizabdine  and  over  1 ,3CiO  given  placebo  Arr>ong 
reported  adverse  events  in  the  domesbc  placebo-controlled  tnals.  sweabng  (1  % vs 
0 2%).urbcana(0  5%vs<  00l%).andsomnolence(2  4%vs1  3%) were signifi- 
canby  more  common  m the  nizabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

Hepatic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
(AST),  SGPT  [ALT],  or  alkaline  phosi ' ‘ ‘ ^ 


. losphatase),  occurred  m some  pabents  and  was 
possfbly  or  probably  related  to  nizabdine  In  some  cases,  there  was  marked 
elevabon  of  SGOT,  S(aPT  enzymes  (greater  than  500  lU/L)  and,  in  a single  instance. 
SGPT  was  greater  than  2,000  lU/L  me  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormairbes  in  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  m 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  anbandrogenic  acbvrty  due  to  Axid  Impotence  and  decreased  libido 
were  reported  wrth  equal  treguency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomasba  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
beated  wrth  Axid  and  another  M;-receptor  antagonist  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  takmg  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweabng  and  urbcana  were  reported  significantty  more  fre- 
quenby  in  nizabdine-  than  in  placebo-treated  pabents  Rash  and  exfoliabve  dermab- 
bswere  also  reported 

Hypersensitivity  - As  with  other  Hrreceplor  antagonists,  rare  cases  of  anaphy- 
laxis following  admmistrabon  of  nizabdine  have  been  reported  Because  cross-sen- 
sibvrty  in  this  class  of  compounds  has  been  observed,  Hj-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibvity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia]  have  been  reported 
Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizabdine  admmistrabon  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
^gns  and  Symptoms  -There  is  iitOe  clinical  experience  wrth  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizabdine  have  exhibited 
cholinergic -type  effects,  including  lacnmabon.  saitvabon,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1.200  mg/kg  tn  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  30l 
m(^g  and  232  mg/kg  respecbvefy 

Treatment  -To  obtain  up-to-date  informabon  about  the  beatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Tel^hone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physiaans  ’ Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mufbple  drug  over- 
doses. interacbon  among  drugs,  and  unusual  drug  kinebcs  in  your  p^ent 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  wrth  clinical  monitonng  and  supporbve  therapy  Renal  dialysis  for 
four  to  sn  hours  increased  plasma  clearance 


1 Qatcon  Me,  Lilly  Research  Laboratories. 


Additional  information  available  to  the 
NZ-2907-B-949310  c ises.  Eu  uiir  AMO  coMWNv  profession  on  request 


NEW  RETIREMENT  PLAN  TAX  RULES* 


Plan  Features 

Effective  Date 

Eligibility 

1 year  maximum 

Plan  years  beginning  after  12/31/88 

Definition  of  highly  compensated 
employees 

Among: 

(a)  5%  owner 

(b)  $75,000  + salary 

(c)  Top-paid  20%  with  $50,000  -1-  salary 

(d)  Officer  earning  1.5  times  the  annual 
dollar  limit  for  defined-contribution  plans 

Plan  years  beginning  after  12/31/86 

Maximum  elective  deferral 

25%  of  pay  up  to  $7,313  (adjusted  for 
inflation) 

Individual's  tax  years  beginning  after  12/31/ 
86 

Actual  deferral  percentage  discrimination 
tests 

Greater  of: 

(a)  1 .25  ratio  test 

(b)  200%/2  percentage  point  test 

Plan  years  beginning  after  12/31/86 

In-service  withdrawals 

Available  for  hardship  based  on  employee 
deferrals  only 

Plan  years  beginning  after  12/31/88 

Loans 

TRA  86  modified  loan  rules;  interest  not 
fully  deductible 

Loans  made  after  12/31/86 

Employer  excise  tax  on  contributions  in 
excess  of  those  permitted  by  ADP  tests 

10%  unless  returned  within  2V2  months  of 
plan  year  end 

Plan  years  beginning  after  12/31/86 

Income  tax 

Lump-sum  distributions  eligible  for  5-year 
forward  averaging  for  individuals  over  age 
59'/2,  with  10  year  averaging  grandfathered 
for  employees  age  50  as  of  1/1/86  who  so 
elect 

Distributions  after  12/31/86 

Early  distribution  excise  tax 

10%  on  pre-age  59V2  distributions,  except 
for  death,  disability,  or  certain  periodic 
distributions;  distributions  for  medical 
expenses  in  excess  of  7’/2%  of  ACl  are  also 
exempt 

Distributions  after  12/31/86 

Corporate  profits 

Not  required 

Plan  years  beginning  after  12/31/85 

Unused  deduction  carry  forwards 

15%  of  compensation  deduction  limit  can 
no  longer  be  adjusted  for  carryforwards 
arising  after  1986 

Employer  tax  years  beginning  after  12/31/86 

IRA 

IRA  deductions  reduced  proportionately 
depending  on  income  if  the  taxpayer  is  a 
participant  under  an  employer-maintained 
retirement  plan 

Individuals'  tax  years  beginning  after  12/31/ 
86 

* This  article  was  authored  by  Scott  Porter, 

a partner  with  McCladrey  & Pullen,  Des  Moines. 

Seeking  improved  portfolio  results? 

Piper  Investment  Consulting 

Professionals  in  manager  selection  • Accounts  from  $250,000 
Contact:  Rod  Woods,  Investment  Executive 

244-9111  or  1-800-333-6008 


SINCE  1895  MEMBEPSIPC.MEMBERNEWYORKSTOCKEXCHANGE.INC 


300  HUB  TOWER,  699  WALNUT  ST,  DES  MOINES,  lA  50309 02/eW)373 
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Iowa  Department  of  Public  Health 


AIDS  Prevention  Program 


The  aids  prevention  program  has  under- 
gone dramatic  growth  since  its  develop- 
ment as  a program  within  the  Iowa  Depart- 
ment of  Public  Health  (IDPH)  in  1986.  In 
addition  to  providing  educational  services 
throughout  the  state  to  health  care  profession- 
als and  the  general  public,  the  AIDS  Preven- 
tion Program  operates  an  active  surveillance 
program,  provides  educational  training  on 
Human  Immunodeficiency  Virus  (HIV)  pre- 
test and  post  test  counseling  and  conducts  a 
Partner  Notification  Program  as  mandated  by 
the  Iowa  Legislature. 

To  perform  tasks  delegated  to  the  IDPH, 
the  AIDS  Prevention  Program  depends  on  the 
private  health  care  practitioner  for  initial  re- 
porting of  positive  HIV  tests.  Under  the  Iowa 
Administrative  Code,  physicians  or  other 
health  practitioners  at  whose  request  an  HIV- 
related  test  is  performed,  shall  report  con- 
firmed positive  results  within  7 days  of  re- 
ceiving the  confirmation.  Also  mandated  is  re- 
porting of  HIV  testing  which  has  been 
confirmed  as  positive  by  clinical  laboratory  di- 
rectors and  directors  of  blood  banks  and  blood 
plasma  centers. 

To  make  reporting  by  physicians  easier, 
the  Iowa  State  Confidential  Report  of  Sexually 
Transmitted  Diseases  was  revised  in  Novem- 
ber 1988.  In  accord  with  the  Iowa  Administra- 
tive Code,  the  patient's  name  and  address  are 
not  listed  when  reporting  confirmed  HIV  in- 
fection unless  the  individual  gives  specific 
written  authorization  for  the  information  to  be 
released  to  the  IDPH.  If  authorization  is  not 
granted,  a personal  identifier  is  to  be  used. 
Other  demographic  information  (sex,  date  of 
birth,  marital  status  and  race/ethnic)  is  re- 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


ported  regardless  of  whether  the  name  or  per- 
sonal identifier  is  used.  After  completion  of 
the  physician's  section  on  the  reverse  side  of 
the  form,  the  report  should  be  mailed  to  the 
IDPH  in  preaddressed  envelopes  available 
from  the  Sexually  Transmitted  Disease  Section 
of  the  Department. 

The  Iowa  Administrative  Code  permits  in- 
surance agents  to  request  an  HIV  test  for  any 
applicant.  According  to  Iowa  Code  191- 
15.12(505.16),  the  applicant  must  sign  a writ- 
ten release  which  states  the  purpose  for  which 
the  test  results  may  be  used.  The  release  also 
provides  information  regarding  the  purpose, 
use  and  meaning  of  the  HIV  test  and  contains 
a statement  regarding  disclosure  of  test  re- 
sults. The  completed  release  is  mailed  with  the 
blood  specimen  to  a specified  reference  labo- 
ratory. In  the  event  an  HIV  test  is  requested 
but  the  signed  release  not  enclosed,  the  ref- 
erence laboratory  will  not  perform  HIV  test- 
ing. 

The  IDPH  initiated  partner  notification 
services  for  persons  with  confirmed  HIV  on 
November  14,  1988.  Post  test  counseling  with 
the  infected  individual  provides  an  explana- 
tion of  this  program.  Participation  in  the  Part- 
ner Notification  Program  is  voluntary  and 
written  consent  is  required  prior  to  initiation 
of  notification  interviews.  IDPH  disease  pre- 
vention specialists  and  STD  investigators  from 
the  Public  Health  Departments  of  Linn,  Black 
Hawk  and  Scott  counties  will  conduct  the  in- 
terviews on  a "person-to-person"  basis  only. 
Confidentiality  regarding  the  identity  of  the 
infected  patient  and  contacts  is  protected  un- 
der penalty  of  law. 

Further  information  on  the  AIDS  Preven- 
tion Program  is  available  from  Jack  Kelly,  di- 
rector, Division  of  Disease  Prevention,  515/281- 
7785. 
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MOST  OF  THE  fEOPLE  IN  THIS 
BUILDING  ilA VE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMP  AC  helps  make  sure  that  our  views  are  heard! 

IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non -physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  alfects  our 
patients  and  our  profession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to;  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 


1001  Grand  Avenue  / West  Des  Moines.  Iowa  / Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  lA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 


Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations. ..ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines  Sioux  City 


About  Iowa  Physicians 


Dr.  Jon  Gates,  director  of  the  Radiology  De- 
partment of  Burlington  Medical  Center,  was 
recently  elected  president  of  the  Iowa  Radiol- 
ogists Society  at  the  group's  annual  meeting 
in  Iowa  City.  Dr.  John  A.  Waick,  Sioux  City, 
recently  passed  the  certification  examination 
of  the  AMA  on  Alcoholism  and  Other  Drug 
Dependencies.  Dr.  Waick  practices  at  Whol- 
istic  Health  Services.  Dr.  Michael  Faust  of  For- 
est Park  Obstetrics  and  Gynecology,  Mason 
City,  has  become  a certified  diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecol- 
ogy. Dr.  Mary  Doyle  has  joined  the  Mercy 
Care  Clinic  in  Marengo.  Dr.  Doyle  received 
the  M.D.  degree  from  the  U.  of  1.  College  of 


Medicine  and  completed  a residency  at  Tru- 
man Medical  Center,  University  of  Missouri 
School  of  Medicine,  Kansas  City,  Missouri.  Dr. 
Timothy  Lowry  has  joined  the  McFarland 
Clinic,  P.C.  Nevada  office.  Dr.  Lowry  had  been 
in  family  practice  at  the  McFarland  Clinic,  P.C. 
Jewell  office  for  4 years.  Dr.  Richard  Trinity 
has  joined  the  Montgomery  County  Memorial 
Hospital  staff.  Red  Oak,  as  a general  surgeon. 
Dr.  Trinity  received  the  M.D.  degree  from  the 
University  of  Minnesota  Medical  School,  Min- 
neapolis, Minnesota  and  completed  his  resi- 
dency at  Bronson-Borgess  Hospitals,  Kala- 
mazoo, Michigan.  Prior  to  locating  in  Red  Oak, 
(Continued  next  page) 
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The  Du  Pont 

Analyst" 

benchtop 
chemistry  system 


. 

helps  make 
better  medicine 
better  business 


□ Fast,  accurate  results  while  patients  are  still  in  your 
office— saving  time  and  money  for  your  patients 
and  generating  income  for  your  practice. 


HAWKEYE  MEDICAL 
SUPPLY,  INC. 


HOME  OFFICE:  225  E PRENTISS  STREET.  IOWA  CITY.  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE..  DES  MOINES.  lA  50311  (515)  274-4015 


IOWA  WATS 
1-800-272-6448 


“After  the  sale . . . it's  the  SERVICE  that  counts.  ” 
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Dr.  Trinity  practiced  at  Park  Rapids  Clinic  in 
Park  Rapids,  Michigan.  Dr.  Thomas  A.  Gar- 
side  was  awarded  the  Distinguished  Service 
Award  for  National  Institute  of  Health  Region 
Vll  at  the  annual  meeting  of  the  National 
Council  of  Community  Mental  Health  Centers 
in  New  York  City.  The  award  recognizes  in- 
dividuals who  exemplify  the  values  of  com- 
munity mental  health  and  who  have  made  sig- 
nificant contributions  toward  the  goals  of 
community  mental  health  in  their  region.  Dr. 
Garside  is  the  administrative  and  clinical  di- 
rector of  the  Vera  French  Community  Mental 
Health  Center  in  Davenport.  Dr.  Ronald  Ab- 
bott has  joined  the  staff  of  Elkader  Medical 
Associates  Clinic.  Dr.  Abbott  practiced  in  Wa- 
terloo for  17  years  prior  to  joining  the  Elkader 
Clinic.  Dr.  Brian  F.  McCabe,  head  of  the  De- 
partment of  Otolaryngology  at  University  of 
Iowa  Hospitals,  recently  received  the  Award 
of  Merit  of  the  American  Otological  Society, 
Inc.  Fewer  than  50  people  have  been  given  the 
award  in  the  121-year  history  of  the  Society. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  lo\wa  50308 
Phone.  515  243-3690  or  Iowa  toll-free:  1-800-622-8335 


Manuscript  Information 
for  Authors 

Papers  submitted  must  be  double  spaced; 
triple  spaced  between  paragraphs  on  8V2  x 11 
pages.  A title  page  and  a short  abstract  sum- 
marizing the  article  should  be  included.  Due 
to  space  constraints,  brief  papers  (ideal  length 
is  5 double  spaced  typewritten  pages)  have  a 
better  chance  of  timely  publication.  If  possible, 
2 copies  should  be  submitted. 

All  persons  designated  as  authors  of  a 
particular  article  should  have  participated  suf- 
ficiently in  the  work  to  take  public  responsi- 
bility for  the  concept. 

The  paper  will  be  reviewed  by  the  pub- 
lications committee  and  a follow-up  letter  will 
be  sent  to  the  author,  either  accepting  or  re- 
jecting the  article. 

All  material  is  subject  to  editing  by  the 
staff  copy  editor  to  assure  clarity  and  good 
grammar  and  to  conform  to  iowa  medicine  style 
and  format.  The  author  will  receive  galley  proof 
of  the  paper  prior  to  publication  to  check  for 
inaccuracies,  but  no  rewriting  may  be  done 
after  the  manuscript  is  set  in  galleys. 

Please  follow  the  reference  list  style  as 
published  in  current  issues  of  iowa  medicine. 
If  the  reference  list  contains  more  than  10  ref- 
erences, it  will  not  be  published  with  the  paper 
but  retained  at  iowa  medicine  and  copied  upon 
request. 

Tables  should  be  numbered  and  typed  on 
a separate  sheet.  They  should  supplement,  not 
duplicate,  the  text.  Considering  the  produc- 
tion cost  of  tables  and  photos,  only  a limited 
number  can  be  accepted  with  each  article. 

Photos  should  be  black  and  white  glossy 
prints.  Some  color  photos  are  acceptable  if  the 
contrast  is  good. 

Line  drawings  are  acceptable  if  they  are 
dark  and  can  be  reduced  to  fit  in  one  column. 

IOWA  MEDICINE  accepts  only  material  which 
has  not  been  submitted  or  published  else- 
where. When  a paper  is  accepted  for  publi- 
cation, the  editors  reserve  the  right  to  publish 
it  when  appropriate  or  when  space  is  avail- 
able. Papers  submitted  by  IMS  physician 
members  are  given  first  priority. 

Papers  should  be  submitted  to: 

IOWA  MEDICINE 

1001  Grand  Avenue 

West  Des  Moines,  Iowa  50265 
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/f  you  are  a physician,  ■■■r 

nurse  or  paramedic,  you 
probabiy  do  not  have 
16-20  hours  to  spend  on 
ciassroom  preparation  for  cer- 
tification or  recertification 
in  Advanced  Cardiac  Life  Sup- 
port. No  ionger  is  it  necessary 
for  you  to  adjust  your  scheduie  to  a ciassroom  time. 

Avaiiable  for  the  first  time  is  a comprehensive 
ACLS  preparatory  course  designed  for  home  study. 


^ ' TgjQ  This  videotape  series  in- 

dudes  discussions  by  experts 
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800-359-0840. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


PHYSICIANS  — Provider  Placement  Services  specializes  in  the  relo- 
cation of  physicians  throughout  the  U.S.,  with  special  emphasis  in  the 
southeast.  Currently,  we  have  several  hospitals/clinics/groups  with 
openings.  All  fees  paid  by  employer.  All  inquiries  kept  in  strict  con- 
fidence. No  obligation.  Send  CV/resume  to  PPS,  Attn:  Mr.  Scott,  2221 
University,  Blvd.,  West,  Jacksonville,  Florida  32217  or  call  toll  free  1/ 
800-848-8772. 


EMERGENCY  MEDICINE,  DUBUQUE  — Opening  available  for  qual- 
ified individual  to  join  incorporated  group  of  3 BE/BC  emergency  phy- 
sicians. Unique  and  enjoyable  practice,  excellent  compensation,  com- 
plete career  opportunities  and  highly  livable  community.  Write  NET, 
PC;  do  Mercy  Health  Center,  Emergency  Department,  Dubuque,  Iowa 
52001  or  call  Mark  Singsank,  M.D.,  319/589-9666. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


TIRED  OF  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  family  practice,  invasive  car- 
diology, oncology,  urology,  ophthalmology,  occupational/emergency 
medicine,  pulmonology,  general  vacular  surgery  and  general  internal 
medicine.  The  Mankato  Clinic  is  a 40-doctor  multi-specialty  group  prac- 
tice in  south  central  Minnesota  with  a trade  area  population  of  150,000. 
Guaranteed  salary  first  year,  incentive  thereafter  with  full  range  of 
benefits  and  liberal  time  off.  For  more  information,  call  Roger  Green- 
wald.  Administrator  or  Dr.  B.C.  McGregor  at  507/625-1811  or  write  501 
Holly  Lane,  Mankato,  Minnesota  56001. 


LATEX  GLOVES  LATEX  GLOVES  LATEX  GLOVES  — FDA  ap- 

proved. One  case,  20  box/case,  100/box  $200.  Two  cases  $190  each.  Ten 
or  more,  call  for  prices.  Satisfaction  Guaranteed.  Medson  International 
Company,  800/366-1789. 


SURGEON  OPPORTUNITY  — Immediate  opening  for  general  surgeon 
in  rural  Nebraska.  Board  Certified  or  Board  Eligible.  Must  be  licensed 
in  Nebraska.  Excellent  benefits.  Contact  Wallace  & Panzer,  M.D.,  P.C., 
807  North  Ash,  Gordon,  Nebraska  69343. 


IOWA,  PEDIATRICIAN  — To  join  busy  pediatric  department  in  young 
progressive  multispecialty  group.  Enjoy  outstanding,  progressive  me- 
dium-sized community  quality  of  life  within  minutes  of  downtown 
Omaha.  Competitive  guaranteed  salary  and  fringe  benefits,  plus  in- 
centives with  full  corporate  membership  after  one  year.  Contact  Richard 
Lehigh,  Adnunistrator,  Cogley  Medical  Associates,  P.C.,  Council  Bluffs, 
Iowa  51501.  712/328-1801. 


GENERAL  SURGEON  — Certified  American  Board  surgery  desirous 
of  piuchasing  surgical  practice  or  surgicenter  in  central  or  southern 
Iowa.  Reply  to  IOWA  MEDICINE,  Box  1586, 1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — Eighty  physician  mul- 
tispecialty clinic  in  central  Iowa  is  seeking  a Board  Certified  family 
practice  physician  with  an  interest  in  branch  office  practice  setting. 
Excellent  compensation  package  and  fringe  benefit  program.  For  further 
information,  contact  Dale  P.  Anderson,  M.D.,  Medical  Director  or  Chuck 
Elder,  Administrator,  McFarland  Clinic,  P.C.,  1215  Duff,  Ames,  Iowa 
50010  or  call  515/239-4400. 


INTERNIST,  PELLA,  IOWA  — Pella  Medical  Center  is  seeking  a res- 
idency trained  BC/BE  physician  to  join  its  group  of  5 family  physicians, 
one  internist  and  one  surgeon.  Practice  covers  a broad  base  of  primary 
care  with  most  surgical  and  medical  sub-specialties  available  for  referral 
and  consultation.  Pella  is  40  miles  SE  of  Des  Moines  and  has  an  excellent 
47-bed  hospital  and  long-term  care  facilities.  Guarantee  first  year  salary, 
plus  option  for  production-based  formula  and  full  benefits,  complete 
an  outstanding  compensation  package.  The  ideal  candidate  will  have 
very  good  communication  and  medical  skills,  a sense  of  community 
and  civic  responsibility  and  share  interests  and  values  common  with 
this  charming  Dutch  community.  Contact  Mary  Jo  Cordes,  MDsearch, 
P.O.  Box  16458,  St.  Paul,  Minnesota  55116,  612/454-7291  for  additional 
information  and  confidential  consideration. 


GENERAL  PRACTITIONER,  IOWA  CITY  — Excellent  opportunity  for 
a general  practitioner  who  would  like  to  locate  in  the  Iowa  City  area. 
Provide  support  to  6 orthopedic  siugeons  seeing  back  cases  in  clinic  3- 
5 days/week.  No  weekends.  No  call.  Send  curriculum  vitae  to  Maggie 
Elliott,  Steindler  Clinic,  2403  Towncrest  Drive,  Iowa  City,  Iowa  52240, 
319/338-3606. 


DIABETOLOGIST  — Internist  or  general  practitioner  interested  in  di- 
abetes practice.  Rapidly  growing  practice,  night  and  weekend  call  much 
lighter  than  internal  medicine  or  general  practice  call.  If  interested 
contact  E.  J.  Hertko,  M.D.,  1215  Prospect  Road,  West  Des  Moines,  Iowa 
50265. 


GENERAL  INTERNIST  — BE/BC  internist  with  or  without  subspecialty 
to  join  busy  6 person  established  IM  group.  Regional  referral  center  in 
SE  Iowa  with  large  inpatient  and  outpatient  practice.  Excellent  salary 
and  benefits.  Contact  P.  W.  Scott,  M.D.,  515/682-4594. 


EMERGENCY  PHYSICIAN  — Needed  in  Des  Moines,  Iowa,  BE/BP  in 
EM  or  primary  care  specialty,  ACLS/ATLS,  compensation  negotiable 
based  on  training  and  experience.  Send  CV  to  L.  J.  Baker,  D.O.,  Medical 
Director,  8049  Cobblestone,  Urbandale,  Iowa  50322. 
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GENERAL  SURGEON  — Board  certified,  uninsured,  looking  for  com- 
munity where  medical  malpractice  insurance  is  not  required  for  hospital 
staff  membership.  Call  515/279-1094. 


PHYSICIANS  REPORT  TO  FREMONT  COUNTY,  IOWA  STAT!  — 
Unlimited  opportunities  for  an  exciting  physician  practice.  Join  Medical 
Clinic,  P.C.  along  with  3 family  practitioners.  Enjoy  quiet  country  life- 
style and  low  cost  of  living  combined  with  easy  access  to  metropolitan 
areas;  Omaha  — 1 hour,  Kansas  City  — 2 hours,  Des  Moines  — 3 hours. 
Various  outdoor  sports  including  tishing  and  hunting  (deer  and  wild 
turkey  our  specialty).  Contact  Myron  Mortier  at  712/382-1515. 


FAMILY  PRACTICE,  MINNESOTA  — Group  of  Board  Certified  family 
physicians  seek  FP  and  internist  for  partnership.  Excellent  opportunity, 
compensation  and  benefit  package.  Recently  updated  community  hos- 
pital serves  area  of  20,000.  Family  oriented  conununity  with  outstanding 
quality  of  life,  educational  and  recreational  facilities  and  easy  access 
to  Metro  area.  Contact  Mary  Jo  Cordes,  MDsearch,  P.O.  Box  16458,  St. 
Paul,  Minnesota  55116  or  call  collect  612/454-7291. 


FOR  SALE  — Technicolor  Showmate,  8mm  portable  viewing  system 
(milnar-fenwick)  with  8 movies;  Quinton  multipurpose  gastrointestinal 
suction  biopsy  instrument;  Procto  table  and  Medi  pump;  3 Diagnostic 
centers  (Welch  Allyn  Otoscope,  Ophthalmoscope);  Sanyo  Memo  scri- 
ber;  Cardiomite  Beck  Lee  EKG  machine;  Burdick  EK/5  A with  stand; 
Devilbis  G5  ultrasonic  nebulizer  respirometer;  3 Tyco  Baurmometer 
merciuial  sphygomanometer;  Adams  physician  compact  centrifuge; 
Digital  VT  220  computer  with  keyboard;  Wyse  computer  with  keyboard 
terminal.  Call  Roni  at  319/753-6767. 


ASSISTANT  DIRECTOR,  FAMILY  PRACTICE  RESIDENCY  PRO- 
GRAM — St.  Joseph  Mercy  Hospital,  a 312-bed  regional  referral  center, 
located  in  north  central  Iowa,  is  currently  seeking  an  assistant  director 
for  our  well-established  family  practice  residency  program.  This  indi- 
vidual will  be  responsible  for  instructing  and  supervising  family  prac- 
tice residents  in  their  clinical  activities  and  also  for  performing  specific 
administrative  duties.  Qualified  applicants  must  have  MD  degree  or 
equivalent  from  an  approved  medical  school  and  be  Board  Eligible  or 
Certified  by  the  ABFP  with  interest  and  preferably  experience  in  clinical 
teaching.  This  is  an  excellent  opportunity  with  a competitive  salary  and 
comprehensive  benefit  program.  Please  send  curriculum  vitae  to  Direc- 
tor, Family  Practice  Residency  Program,  St.  Joseph  Mercy  Hospital,  84 
Beaumont  Drive,  Mason  City,  Iowa  50401.  An  Equal  Opportunity  Em- 
ployer. 


EATING 
RIGHT 
CAN  HELP 
REDUCE 


PRIMARY  CARE 
PHYSICIANS 

A major  Midwestern  health  care 
organization  is  seeking  licensed  physi- 
cians for  practice  in  existing  groups  and 
for  solo  opportunities.  Our  facilities  are 
known  nationally  for  innovations  in 
health  services  and  technology. 

The  selected  physicians  will  be  respon- 
sible for  individual  practice  develop- 
ment and  direction  of  health  care  in  a 
major  metropolitan  area.  Our  area  is 
one  of  the  fastest-growing  regions  in  the 
Midwest,  offering  the  finest  in  profes- 
sional, cultural  and  recreational 
opportunities. 

For  prompt,  confidential  consideration, 
please  submit  resume  and  vita  to: 

1001  Grand  Avenue 
W.  Des  Moines,  LA  50265 

Equal  Opportunity  Employer 


THE  RISK 
OF  CANCER. 

It  can  also  help 
you  reduce  your  weight. 


An(d  since  a 12-year  study  shows  that 
being  40%  or  more  overweight  puts 
you  at  high  risk,  it  makes  sense  to  follow 
these  guidelines  for  healthy  living ! 

Eat  plenty  of  fruits  and  v^etables 
rich  in  vitamins  A and  C— oranges, 
cantaioupe,  strawberries,  peaches, 
apricots,  broccoii,  cauiifiower, 
brussei  sprouts,  cabbage.  Eat  a 
high-fiber,  iow-fat  diet  that  inciudes 
whoie-grain  breads  and  cereais  such 
as  oatmeai,  bran  and  wheat.  Eat  iean 
meats,  fish,  skinned  poultry  and  low- 
fat  dairy  products.  Drink  alcoholic 
beverages  only  in  moderation. 

For  more  information, 
calM-800-ACS-2345. 

AMERICAN 

V CANCER 

f SOCIETY* 
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ALLERGY 


ELECTRODIAGNOSIS 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


JOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 

PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/247-8600 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY 
ELECTROENCEPHALOGRAPHY 


HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
71 2/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  EACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


An  Award-Winning  Program 


Resource  based  relative  value  studies, 
which  may  determine  physician  reim- 
bursement for  care  of  Medicare  patients,  have 
caused  a predictable  furor  in  the  health  care 
community.  However,  in  the  midst  of  all  the 
debate,  Iowa  physicians  have  been  quietly  in- 
itiating a Medicare  program  of  their  own. 

Since  its  inception  a year  ago,  the  Soci- 
ety's voluntary  Medicare  assignment  program 
"Medicare  Partners"  has  moved  out  of  infancy 
to  become  a fledgling  and  award-winning  pro- 
gram of  which  IMS  members  can  be  proud. 
Iowa  physicians  have  responded  admirably  to 
this  joint  effort  by  the  IMS  and  the  Iowa  As- 
sociation of  Area  Agencies  on  Aging  (lAAAA) 
to  assist  low-income  elderly  with  certain  med- 
ical expenses. 

Following  implementation  of  2 pilot  proj- 
ects in  Woodbury  and  surrounding  counties 
and  in  Polk  County  last  year,  statewide  patient 
enrollment  in  Medicare  Partners  was  kicked 
off  with  simultaneous  press  conferences  in  11 
cities  last  October.  Statewide  physician  en- 
rollment has  been  underway  since  July,  1988. 

To  date,  75%  of  all  practicing  physicians 
statewide  have  enrolled  in  Medicare  Partners. 
Physicians  in  the  program  agree  to  accept  co- 
payments, deductibles  and  Medicare  reim- 
bursement as  payment  in  full  for  services  to 
Medicare  patients  age  65  or  older  who  meet 
certain  income  guidelines.  The  Iowa  Associa- 
tion of  Area  Agencies  reports  10,000  Iowa  el- 
derly are  now  enrolled  in  the  program. 

In  March  of  this  year,  the  IMS  was  notified 
that  Medicare  Partners  was  the  recipient  of  the 
1989  Governor's  Volunteer  Award.  The  Soci- 
ety and  its  Medicare  Partners  program  were 
nominated  by  the  Northwest  Aging  Associa- 
tion in  Spencer.  On  April  7,  Daniel  Young- 
blade,  M.D.  and  Kathryn  Opheim,  M.D.  ac- 
cepted the  award  from  Governor  Terry 


Branstad  at  recognition  ceremonies  held  in 
Sioux  Center. 

On  May  18,  Medicare  Partners  garnered 
its  second  award  — the  Corporate  Achieve- 
ment Award  of  the  Iowa  Department  of  Elder 
Affairs.  The  award  was  presented  to  the  IMS 
during  the  1989  Governor's  Conference  on  Ag- 
ing at  the  Des  Moines  Convention  Center. 

Though  Medicare  Partners  formalizes 
what  many  Iowa  physicians  were  already  doing 
on  an  individual  basis,  the  high  level  of  phy- 
sician participation  in  this  structured  program 
provides  definitive  proof  Iowa  physicians  are 
eager  to  help  low-income  elderly.  The  Iowa 
Medical  Society  will  continue  enrolling  phy- 
sicians in  the  program  and  will  be  monitoring 
geographic  and  specialty  participation  levels 
throughout  Iowa  to  ensure  medical  care  is 
available  to  all  low-income  senior  citizens. 

Medicare  Partners  has  the  potential  to  as- 
sist thousands  of  elderly  lowans  and  truly  is 
a program  Iowa  physicians  can  point  to  with 
pride. 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Contraindications:  VASOTEC’  (Enalapril  Maleate.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhihitor 
Warnings:  Angioedema  Angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  In 
patients  treated  wlthACEinhlbltors,  includingVASOTEC.  Insuch  cases,  VASOTECshouldbepromptlydiscontinuedand  the 
patient  carelully  observed  until  the  swelling  disappears.  In  Instances  where  swelling  has  been  conlinedio  the  face  and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. . subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  O.S  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS  | 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
failure  patients  given  VAS()TEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  nol  necessary  when  dosing  instructions 
are  followed;  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  (allure  and/or  death.  Include  those  with  the  lollowing  conditions  or  characteristics:  heart  failure,  hyponatremia, 
hIgh-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  palienis),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  Initiating  therapy  with  VASOTEC  In  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  for  the  first  two  weeks  of  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  In  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  if  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline  A transient  hypotensive  response  Is  not  a contraindication  to  further  doses  of  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Heutropenia/Agranutocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  freguently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  Insufficient  to  show  that  enalapril 
does  nol  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  In  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of  white  blood  cell 
counts  In  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  Generat:  Impaired  Renat  Function:  As  a consequence  ol  Inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  funcllon  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-anglotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
(allure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  Iherapy,  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
Increases  In  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  Impairment  Dosage  reduc- 
tion and/or  discontinuation  of  fhe  diurefic  and/or  VASOTEC  may  be  required 

Evaluation  ol  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkatemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  Isolated  values  which  resolved  despite  continued  Iherapy,  Hyperkalemia  was  a 
cause  of  disconfinuation  ol  Iherapy  in  0.28%  ol  hypertensive  patients.  In  clinical  trials  In  heart  failure,  hyperkalemia  was 
observed  in  3,8%  of  patients,  but  was  not  a cause  for  discontinuafion. 

Risk  factors  for  the  development  of  hyperkalemia  include  renal  insufficiency,  diabeles  mellilus,  and  the  concomitant  use 
of  polassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  subslllules,  which  should 
be  used  cautiously,  if  at  all.  with  VASOTEC  (See  Drug  Interactions  ) 

SurgerylAnesIhesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  (ormation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Information  lor  Patients: 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  face,  extremifies,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension:  Patients  should  be  cautioned  to  report  llghtheadedness  especially  during  the  first  few  days  of  Iherapy.  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  In  blood 
pressure  because  of  reduction  in  fluid  volume.  Ofher  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 
lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physidian 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  Indication  of  infection  (e  g.,  sore  throat,  fever)  which  may  be 
a sign  of  neulropenia 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  Is  warranted  This  information  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication  It  Is  not  a disclosure  of  all  possible  adverse  or  Intended 
effects 

Drug  Interactions 

Hypotension:  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  Instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  Iherapy  with 
enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  Intake  prior  to  initiation  of  treafment  with  enalapril.  If  If  Is  necessary  to  confinue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomitant  use  of  these 
agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing of  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  In  patients  with  heart  failure  receiving 
VASOTEC 

Uthium.  A lew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  Is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 


Pregnancy— Category  C:  There  was  no  tetoloxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose)  Fetoloxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  of  enalapril  but  did  nol  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/k^day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  lollowing  adiulnislration  ol  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be 

used  during  pregnancy  only  if  the  polenlial  benefit  justifies  the  potential  risk  to  Ihe  fetus 

Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  following  administration  ol  ”C  enalapril  maleate  It  is  nol 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  lo  a nursing  mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  fOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients. 

Hypertension.  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness 
(4.3%),  and  (aligue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were,  diarrhea  (1 4%).  nausea  (14%),  rash  (1 4%).  cough  (1.3%),  orthostatic  effects  (1 2%).  and  asthenia  (11%). 

Heart  Failure.  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizziness 
(79%).  hypotension  (6.7%),  orthostatic  effects  (2.2%),  syncope  (2.2%),  cough  (2  2%).  chest  pain  (2 1%).  and  diarrhea 
(2.1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  fatigue  (1.8%),  headache  (1.8%),  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthostatic  hypo- 
tension (1,6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (1 3%).  dyspnea 
(1.3%),  urinary  tract  infection  (1,3%),  rash  (1.3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  oaurring  in 
0.5%  to  1%  ol  palienis  with  hypertension  or  heart  failure  in  clinical  Inals  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension):  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances. atrial  fibrillation,  palpitation 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychialric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 

Skin:  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present.  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0,2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  of  Ihe  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension:  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  In  0 5%  ol  palients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  Iherapy 
in  0.1%  of  hypertensive  palients  In  heart  failure  patients,  hypotension  oaurred  in  6 7%  and  syncope  occurred  in  2 2% 
ol  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  Iherapy  in  1.9%  of  patients  with  heart  failure 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings. 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen.  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  scrum  creati- 
nine. reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  of 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  In  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  12%  of  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  In  hemoglobin  and  hematocril  (mean  decreases  ol  approximately  0.3  g % 
and  1 0 vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  Importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than  0.1%  ol  patients  discon- 
tinued therapy  due  lo  anemia. 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests:  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  of  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued lor  two  lo  three  days  before  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  Iherapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2.5  mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  Initial  dose  in  palients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  Is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  theanlihypertensive  effect  may  diminish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added. 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  polassium-spar- 
ing diuretics  may  lead  to  Increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  of  enalapril  is  recommended  lor 
patienis  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  «30  mUmin  (serum  creatinine  s3  mg/dL),  the  lirst  dose  is  2.5  mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  Is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2,5  mg  once  or  twice  daily.  After  the  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Inleraclions.)  If  possible.  Ihe  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
of  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  of  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  of  the  hypotension  The  usual  therapeutic  dosing  range  tor 
Ihe  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg,  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patienis  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition.  In  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  In  palients  with  severe  heart  lailure  (NYHA  Class  IV),  patients  were 
treated  with  2,5  to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Effects.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response.  (See  WARNINGS.) 

Dosage  Adjuslmenl  in  Heart  Failure  Palienis  with  Renal  Impairment  or  Hyponatremia:  In  heart  failure  palients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >16  mg/dL,  Iherapy  should  be  inilialed  at  2.5  mg 
daily  under  close  medical  supervision.  (Sm  DOSAGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRE- 
CAUTIONS. Drug lnleiactions.)The  dose  may  be  increased  to 2,5 mg  b.i  d . then  5 mg  b i d.  and  higher  . 
as  needed,  usually  at  intervals  of  lour  days  or  more,  if  at  the  time  of  dosage  adjustment  there  is  nol  MSD 
excessive  hypotension  or  significant  deterioration  ol  renal  function.  The  maximum  daily  dose  is  40  mg  MERCK 
For  more  detailed  inlormalion,  consult  your  MSD  representative  or  see  Prescribing  Information.  Merck  SHARPS 
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COMPUTER? 


For  the  first  time?  To  upgrade  an  older 
system?  Most  Iowa  physicians  know  the 
computerized  office  has  an  edge.  In 
helping  deliver  quality  care.  In 


optimizing  the  revenue  stream.  In 
maintaining  regulatory  compliance.  As 
you  contemplate  your  particular 
computer  needs,  we  invite  you  to  . . . 


Think 

I MS/CAP! 


As  a benefit  to  members  of  the 
Iowa  Medical  Society,  we’ve  offered 
the  IMS/CAP  since  1986.  It  stands  for 
Iowa  Medioil  Society  Computer 
Assistance  Program.  You’re  invited  to 
use  cmy  of  its  three  components: 


(1)  attend  a periodic  educational  seminar; 

(2)  ask  for  a fejisibility  study  to  help  you 
assess  the  need,  justify  the  cost  and 
develop  a plan,  and  (3)  review  the  IMS- 
endorsed  AMOS  system.  So  we  invite  you 
to  . . . 


Think 

AMOS! 


AMOS  stands  for  Automated  Medictd 
Office  System.  It  was  endorsed  by  the 
IMS  when  the  CAP  first  began.  AMOS  is 
used  in  over  30  Iowa  medical  offices/ 
clinics.  The  system  is  produced  and 


supported  by  Medic<d  Computer 
M<magement,  Inc.  (MCMI).  AMOS  can  be 
configured  for  large  and  smcdl  medical 
practices.  It  merits  a look.  Call  IMS 
SERVICES  for  information. 


IMS  SERVICES  — A subsidiary  of  the  Iowa  Medical  Society 

Suite  232  - 1231  Eighth  Street,  West  Des  Moines,  Iowa  50265 
Telephone  — 515/223-2816  or  800/642-6054 


Donald  F.  Rodawig,  M.D 
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Thoughts  Worth  Repeating 


SINCE  THE  IMS  ANNUAL  MEETING  in  April 
I have  reflected  on  remarks  made  to  the 
delegates  by  Dr.  Alan  Nelson,  president- 
elect of  the  AMA  and  Dr.  Dan  Youngblade, 
immediate  past  president  of  the  IMS.  1 was 
very  impressed  with  their  insight  and  feel 
some  of  their  comments  warrant  further  at- 
tention. The  full  text  of  their  remarks  is  re- 
printed in  this  issue. 

Dr.  Youngblade  decries  the  fact  physi- 
cians have  become  "health  care  providers" 
and  urges  us  to  try  and  become  once  again 
the  community  leaders  everyone  looked  up 
to  and  honored.  I certainly  agree  that  we 
owe  our  patients  and  our  profession  some- 
thing extra  in  return  for  the  privilege  of 
being  doctors.  We  face  the  challenge  of  how 
to  retain  our  role  as  patient  advocates  and 
take  charge  of  the  health  care  scene  rather 
than  leaving  it  to  bureaucrats. 

We  can  accomplish  these  goals  through 
communication  with  our  patients.  Public  at- 
titudes can  be  shaped  through  effort,  dedica- 
tion and  money.  Along  with  Dr.  Young- 
blade, I believe  we  must  work  together  in 
organized  medicine  to  be  successful. 

Dr.  Nelson  pulls  no  punches  in  his  anal- 
ysis of  today's  practice  environment.  The 
public  will  continue  getting  health  care  infor- 
mation which  is  often  inaccurate,  leading  to 
mistrust  of  our  profession.  HCFA  will  con- 
tinue to  collect  massive  amounts  of  data.  Ex- 
plosive increases  in  health  care  costs  will 


continue  to  be  the  driving  force  in  evolving 
government  policy. 

I couldn't  agree  more  with  Dr.  Nelson's 
warning  that  physicians  must  "organize,  get 
involved,  go  to  the  mat  and  win."  I believe 
our  patients  want  us  in  charge  of  their  care. 
We  must  work  to  retain  the  freedom  to 
make  clinical  decisions  and  for  relief  from 
the  malpractice  crisis.  We  must  guard 
against  fragmentation  due  to  fee  discrepan- 
cies among  specialties. 

It  is  obvious  to  me  after  hearing  these  2 
distinguished  physicians  that  we  have  one 
path  to  take  if  we  want  to  preserve  our 
professional  freedom  and  integrity.  That 
path  leads  to  organization  at  the  grass  roots 
level,  beginning  with  county  societies.  We 
must  communicate  actively  with  our  best  ad- 
vocates, our  patients.  We  must  continue  ef- 
forts at  the  state  level  to  influence  the  public 
and  legislators  and  we  must  support  AMA 
policy  at  the  national  level. 

To  do  any  less  is  to  relinquish  our  right 
to  help  shape  the  future  of  health  care. 


Donald  F.  Rodawig,  M.D. 

President 
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DANIEL  YOUNGBLADE,  M.D. 
Sioux  City,  Iowa 


In  remarks  to  the  1 989  IMS  House  of 
Delegates^  retiring  IMS  President 
Daniel  Youngblade^  M.D.  discussed 
physicians'  commitments  to  society 
and  their  profession. 


As  A YOUNG  PHYSICIAN  Starting  out  in 

medical  society  activities  some  25  years 
ago  I envisioned  that 
each  of  us  owed  "some- 
thing extra"  to  our 
profession  and  society  in 
repayment  for  the  privi- 
lege doctors  are  given  in 
caring  for  people.  Years 
have  passed,  ideas  have 
come  and  gone,  problems 
we  did  not  even  envision 
have  surfaced,  have  been 
solved  and  have  become 
day-to-day  occurrences.  Through  our  abili- 
ties, compilation  of  information  through  ed- 
ucational experiences  and  development  of 
our  own  learned  skills  we  have  had  an  im- 
pact on  society. 

How  have  you  as  an  individual  fulfilled 
or  repaid  the  commitment  you  pledged  as 
you  entered  this  very  special  profession?  Are 
you  looked  at  as  a leader  in  your  commu- 
nity? Are  you  that  ever  caring  and  compas- 
sionate doctor  revered  by  your  patients?  Are 
you  held  in  high  esteem  by  your  peers? 


Do  you  show  concern  for  the  public  you 
serve?  Do  you  give  your  unpaid  time  to  the 
community,  the  schools,  a church?  Do  you 
show  interest  in  public  health  issues?  Do 
you  express  your  thoughts  to  legislators  and 
civic  leaders  about  issues  other  than  those 
directly  beneficial  to  medicine?  Do  you  fi- 
nancially support  the  ideals,  concerns  and 
goals  of  those  we  serve?  Are  you  a visible 
symbol  of  all  the  "good  things"  physicians 
do  in  society? 

In  years  gone  by,  the  physician  was  a 
community  leader,  a highly  respected  per- 
son who  adults  and  children  looked  to  for 
advice  and  direction.  He  was  that  special 
compassionate,  ever  caring  person  the  entire 
community  looked  up  to  and  honored.  Un- 
fortunately, today  we  are  often  perceived  as 
a "provider  of  care"  for  those  "recipients  or 
beneficiaries"  we  serve.  We  are  often  seen 
as  people  who  seldom  have  time  and  never 
show  concern  for  anyone  or  anything  other 
than  ourselves.  We  must  not  be  just  "pro- 
viders of  care."  We  must  remain  doctors  in 
this  honored  profession  of  medicine.  Those 
we  serve  must  be  our  "patients"  — not  ben- 
eficiaries of  our  services.  All  physicians  must 
show  an  interest  in  reviving  the  doctor-pa- 
tient relationship. 

We  must  work  to  change  how  the  pub- 
lic perceives  us  as  Doctors  of  Medicine.  In 
our  day-to-day  activities,  we  must  be  the 
businesslike,  friendly  and  concerned  doctor 
who  has  all  of  the  positive  attributes  desira- 
ble in  a modern  changing  society,  and  retain 
the  personal  concern  and  touch  that  was 
prevalent  in  the  doctors  of  old. 

Let  no  one  suggest  that  service  to  man- 
kind was  the  only  reason  we  entered  the 
practice  of  medicine.  Economic  gain  and  se- 
curity, a place  in  society,  community  pres- 


Daniel  Youngblade,  M.D. 
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tige  and  the  ability  to  improve  our  lot  — all 
were  factors  in  our  decision.  We  can't  and 
don't  want  to  return  to  the  "good  old  days," 
but  we  must  do  all  we  can  to  preserve  our 
profession's  special  place  in  society. 

We  face  an  increasing  number  of  new 
challenges.  The  environment  in  which  we 
practice  has  a direct  bearing  on  each  of  us. 

How  have  we  come  to  a point  where  so 
many  of  our  patients  vilify  us  as  a profes- 
sion even  though  they  trust  us  as  individu- 
als? We  were  dedicated  to  the  principle  of 


We  must  do  our  utmost  to  de- 
fend our  profession,  preserve 
quality  health  care  and  protect 
our  role  as  patient  advocates. 


informed  consent  long  before  it  became  an 
expedient  for  trial  attorneys.  Some  chastise 
third  party  payers  as  "wolves  in  sheeps' 
clothing"  pretending  to  represent  the  patient 
while  seeking  profit  and  control.  Individuals 
other  than  physicians  often  make  critical  de- 
cisions about  hospital  admissions,  medical 
care  and  reimbursement.  It  is  no  surprise 
that  well-intentioned,  but  misguided  efforts 
are  also  reflected  in  other  intrusive  activities 
such  as  the  Harvard  based  relative  value 
scale  and  additional  efforts  by  HCFA  and 
others  to  control  medical  costs. 

It  is  time  for  physicians  and  patients  to 
wake  up  and  take  stock  of  what  is  happen- 
ing in  health  care.  While  physicians  give  the 
shots,  health  care  managers  are  calling 
them.  This  shift  has  occurred  at  a time  when 
the  cost  of  medical  care  has  greatly  increased 
as  a result  of  technological  advances.  The 
questions  don't  get  easier  with  matters  such 
as  AIDS,  fetal  cell  transplants  and  euthana- 
sia under  debate.  It  is  essential  that  patients 
as  individuals  and  collectively  learn  that  the 
responsibility  for  these  decisions  should  not 
be  given  up  to  others. 

We  can  find  a receptive  audience  in  in- 
dividual patients,  but  only  infrequently  do 
we  take  the  opportunity  to  communicate 
with  them  about  anything  other  than  their 
medical  problems.  Educational,  legal,  socio- 


logical and  political  developments  make  it 
essential  for  every  doctor  to  be  concerned 
about  public  relations.  Principles  are  un- 
changing, but  they  require  interpretation 
and  application  in  light  of  current  condi- 
tions. 

Our  patients  want  — no,  demand  — 
high  quality  care.  But  quality  care  has  been 
achieved  at  considerable  cost  and  no  society 
is  affluent  enough  to  "have  it  all."  Our  na- 
tion's resources  are  not  scarce,  but  neither 
are  they  without  limit.  Where  this  fine  line 
in  medicine  will  be  drawn  and  who  will 
draw  it  is  an  area  of  grave  concern.  It  is  an 
area  where  physicians  must  play  a vital  role. 

Physicians  have  only  been  passively  in- 
volved in  dealings  with  government  and 
third  party  payers  to  this  point.  We  must 
help  our  patients  and  society  understand 
these  problems.  We  must  communicate  with 
our  patients  and  the  public  in  new  ways. 
People  must  understand  what  their  doctors 
can  and  can't  do  for  them.  They  must  share 
the  responsibility  for  their  health.  They 
should  not  allow  important  decisions  about 
health  care  to  be  made  by  elected  officials  or 
bureaucrats. 

Public  attitudes  can  be  shaped,  but 
doing  so  requires  effort,  dedication  and 
money.  It  will  be  a difficult  challenge,  but  it 
is  essential  that  a public  understanding  of 
the  health  care  revolution  be  achieved.  The 
resources  of  organized  medicine  are  formida- 
ble and  include  the  finest  representatives  of 
general  and  specialty  societies  in  the  nation, 
who  have  a reputation  for  dedication  to  the 
patient  and  society.  We  need  all  of  you  to 
work  in  a campaign  to  promote  our  present 
system  of  medicine. 

Working  at  the  county,  state  and  na- 
tional levels,  organized  medicine  can  make  a 
difference.  We  must  try  any  method  at  our 
disposal  to  educate  the  public.  We  must  do 
our  utmost  to  defend  our  profession,  pre- 
serve quality  health  care  and  protect  our  role 
as  patient  advocates.  The  stakes  are  high  for 
our  patients  and  ourselves.  Don't  stand  idly 
by  as  people  outside  our  profession  shape 
the  future  of  health  care.  I urge  you  to  be- 
come and  stay  involved  in  organized  medi- 
cine in  our  quest  to  inform  the  public  about 
the  benefits  of  American  medicine  and  to 
help  rekindle  the  time-proven  doctor/patient 
relationship. 
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Annual  Meeting 
On  Film 


CLOCKWISE,  FROM  UPPER  LEFT,  Emmett  Mathi- 
asen,  M.D.,  Council  Bluffs,  past  IMS  president, 
tries  his  luck  with  the  IPMIT  basketball  hoop; 
1989  Merit  Award  winner  Enfred  Linder,  M.D., 
Ogden,  and  his  wife  Beth;  the  speakers'  table  at 
Saturday  evening's  annual  banquet;  (at  left)  Eldon 
Huston,  IMS  executive  vice  president  and  Bruce 
Trimble,  M.D.,  Mason  City,  IMS  trustee,  chat  with 
U.S.  Senator  Tom  Harkin,  who  addressed  dele- 
gates at  Saturday  morning's  House  session. 
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CLOCKWISE,  FROM  UPPER  LEFT,  the  1989-90 
IMS  Board  of  Trustees;  Clarence  Denser,  )r.,  M.D. 
was  honored  for  10  years  service  as  chairman  of 
the  Committee  on  Legislation;  the  Reference 
Committee  on  Legislation  meets  late  Saturday  eve- 
ning; retiring  president  Daniel  Youngblade,  M.D. 
greets  fellow  Sioux  Citian  Guy  Posey,  M.D.;  Presi- 
dent-elect Robert  Whinery,  M.D.  chats  with  Leo 
Plummer,  M.D.  prior  to  Saturday's  House  session; 
1989-90  President  Donald  Rodawig,  M.D.  and 
John  Eckstein,  M.D.,  Dean,  U.  of  I.  College  of 
Medicine,  at  the  President's  Reception. 
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On  the  Road  Again 


Dr.  ALAN  NELSON  SAYS  he  was  absolutely 
delighted  at  the  prospect  of  spending 
the  weekend  in  Des  Moines. 

Before  you  decide  Dr.  Nelson's  joy  was 
out  of  proportion  for  the  treat  in  store,  know 
that  this  medicus  migratorius  seldom  spends 
more  than  one  night  in  any  city.  In  fact, 
when  Dr.  Nelson  and  his  charming  wife 
Gwen  arrived  in  Des  Moines  for  the  IMS 
Annual  Meeting  and  Scientific  Session,  he 
had  been  in  9 cities  in  the  previous  11  days. 

"I've  been  to  Washington,  D.C.,  Roch- 
ester, Texas,  New  York,  back  to  Washington 
and  to  several  other  places  I can't  recall," 
says  Dr.  Nelson,  president-elect  of  the 
American  Medical  Association.  "This  is  only 
my  third  trip  to  Iowa  but  I feel  like  a native. 
We  were  really  looking  forward  to  coming 
here  because  we  actually  get  to  stay  a few 
days." 

Dr.  Nelson,  a Salt  Lake  City,  Utah  in- 
ternist, possesses  a calm  eloquence  which 
places  him  much  in  demand  as  a spokesman 
for  the  AMA.  He  has  been  traveling  about 
250  days  a year  for  the  past  several  years 
and  will  travel  over  300  days  this  year. 

"Delores  Pavela  at  the  AMA  does  a 
wonderful  job  of  working  out  all  the  sched- 
uling conflicts.  She  knows  where  I am  when 
my  wife  doesn't  even  know." 

In  March  of  this  year.  Dr.  Nelson  spent 
2 weeks  in  South  Africa  at  the  invitation  of 
the  South  African  government.  He  spent  his 
time  touring  hospitals  and  meeting  colleague 
physicians. 

"I  was  asked  to  visit  because  some  Eu- 
ropean countries  are  calling  for  a blockade  of 
scientific  information  to  South  Africa  be- 
cause of  Apartheid,"  he  relates.  "In  my 
opinion,  this  will  only  hurt  the  people." 

Dr.  Nelson,  whose  term  as  president  be- 
gins in  July,  is  very  interested  in  the  scien- 


tific aspect  of  medical  practice  and  hopes  it 
will  receive  a "renewed  emphasis"  during 
his  presidency.  In  fact,  he  sought  the  high- 
est AMA  office  because  he  wanted  to  "help 
organize  medicine  move  in  the  directions  I 
think  are  important." 

In  his  travels  at  the  grassroots  level  of 
organized  medicine,  the  issue  most  physi- 
cians express  concern  about  is  loss  of  au- 
thority and  independence. 

"There  is  an  endless  amount  of  disillu- 
sionment over  erosion  of  our  professional 
autonomy,"  he  reveals.  "An  example  is  the 
'medically  unnecessary'  letters.  I'm  hearing 
less  about  that  now  because  the  AMA  has 
taken  action  on  due  process." 

In  Dr.  Nelson's  opinion,  the  medical 
profession  has  been  slow  to  accept  the  re- 
lentless pressure  for  accountability. 

"It's  part  of  the  world  we  live  in  now. 
The  demand  for  accountability  is  global. 
Everyone  is  concerned  about  costs  and  we're 
seeing  our  professional  freedoms  chal- 
lenged." 

Dr.  Nelson  also  hears  plenty  of  well-jus- 
tified grumbling  over  the  continuing  profes- 
sional liability  crisis. 

"The  short  range  solution  to  this  grave 
problem  is  tort  reform.  The  long  range  solu- 
tion is  changing  the  tort  laws  to  take  medical 
liability  cases  out  of  the  courtroom,"  he 
states. 

Understandably  for  someone  standing  at 
the  prow  of  the  symbollic  ship  of  medicine. 
Dr.  Nelson  is  also  very  concerned  with  the 
public's  perception  of  physicians. 

"We  need  to  demonstrate  greater  social 
responsibility  to  enhance  public  opinion.  We 
are  a caring  profession  and  we  have  to  com- 
municate that  to  the  public.  My  inaugural 
message  will  stress  a renewed  emphasis  of 
the  'art  of  caring.'  " 
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In  the  meantime.  Dr.  Nelson  will  no 
doubt  continue  his  vagabond  ways.  But  he'll 
carry  with  him  warm  memories  of  his  "ex- 
tended" stay  in  Des  Moines  and  his  partici- 
pation in  the  IMS  Scientific  Session,  Annual 
Banquet  and  House  of  Delegates. 

"lowans  are  so  honest  and  friendly,"  he 
concludes,  "They're  the  kind  of  people  it 
would  be  impossible  not  to  enjoy  being 
with." 

SPECIAL  VISITORS  ARRIVE  — (From  left)  Dienne 
Rodawig  and  Donald  Rodawig,  M.D.,  IMS  president, 
greeted  Alan  Nelson,  M.D.,  and  his  wife  Gwen  upon 
their  arrival  at  the  Des  Moines  Airport  for  the  IMS  Sci- 
entific Session  and  Annual  Meeting.  Dr.  Nelson,  a Salt 
Lake  City,  Utah  internist,  is  president-elect  of  the  AMA. 

Five  Coals  For 
Organized  Medicine 

(Following  are  excerpts  from  a speech  given  by 
Alan  Nelson,  M.D.,  president-elect  of  the  AMA, 
to  the  IMS  House  of  Delegates  Sunday,  April  23, 
1989.) 

WHAT  SHOULD  WE  BE  DOING  to  retain  a 
pluralistic  free  enterprise  system  in 
medicine  and  retain  the  essential  profes- 
sional values  that  are  so  important  to  medi- 
cine? 

We  are  not  helpless  and  there  is  much 
we  can  do.  First,  we  must  set  our  goals  . . . 
define  those  essential  elements  of  our 
profession,  organize,  get  involved,  go  to  the 
mat  and  win.  Physicians  are  not  weak  and 
stupid.  We  have  many  resources  and  a lot  of 
clout  if  we  decide  to  move. 

Goal  1:  Professional  autonomy  commen- 
surate with  our  responsibility.  Grant  that  ac- 
countability goes  with  the  territory  and  we 
must  commit  ourselves  to  assure  quality.  If 
we  default  on  our  authority  we  can't  com- 
plain. If  I refuse  to  see  one  of  my  patients  in 
a nursing  home,  I have  no  complaint  if  nurs- 
ing assumes  that  role.  But  patients  want  an 
advocate  and  they  want  a physician  in 
charge.  This  goal  is  winnable. 

Goal  2:  Equity  and  fairness  in  reim- 
bursement. Most  physicians  work  very  hard 
and  are  worth  what  they  receive.  We  have 
no  sympathy  for  the  few  that  have  taken  a 
license  to  practice  medicine  as  a license  to 


steal.  We  can  win  the  battle  over  mandatory 
assignment  because  it  is  an  equity  issue.  So- 
ciety can  understand  that  those  who  are  able 
to  pay  a physician's  usual  fee  should  do  so 
even  though  the  payment  from  Medicare  is 
less  than  that  usual  fee. 

Goal  3:  We  must  have  full  due  process 
in  all  review.  The  vast  majority  of  physicians 
have  appropriate  reasons  for  what  they  do 
and  are  tired  of  taking  the  rap  for  those  few 
that  rip  off  the  system.  But  we  must  be  pre- 
sumed innocent  until  proved  guilty,  and  we 
must  rely  on  education  to  change  behavior 
because  the  vast  majority  of  doctors  are  mo- 
tivated and  want  to  practice  proper,  honora- 
ble medicine. 

Goal  4:  We  must  have  the  freedom  to 
make  clinical  decisions  without  being  forced 
into  situations  of  conflict  of  interest.  I have  a 
great  deal  of  concern  about  some  gatekeeper 
arrangements  that  include  a risk  pool  that  is 
substantial  enough  to  create  conflict  of  inter- 
est; and  the  concept  of  expenditure  caps,  in 
which  a conversion  factor  under  a relative 
value  schedule  would  be  linked  to  meeting 
total  expenditure  targets,  has  the  potential 
for  creating  under  utilization. 

Goal  5:  We  must  have  relief  from  the 
malpractice  crisis.  The  AMA's  plan  for  an  al- 
ternate dispute  resolution  system  has  a great 
potential  for  the  future. 

If  we  default  on  working  to  achieve 
these  goals,  the  scientific  miracles  of  the  fu- 
ture will  not  be  as  abundant  for  our  people 
because  medicine  will  no  longer  attract  the 
best  and  the  brightest,  as  it  has  in  the  past 
and  must  in  the  future. 
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sticking  Together 


DONALD  RODAWIG,  M.D. 
Spirit  Lake,  Iowa 


In  his  address  to  the  1989  IMS  House 
of  Delegates,  Donald  Rodawig,  M.D., 
incoming  president,  outlined  his 
hopes  for  the  coming  year. 


1AM  HONORED  YOU  HAVE  CHOSEN  me  tO  be 

president  of  the  Iowa  Medical  Society.  I 
promise  to  do  my  best  to 
serve  you  and  our  profes- 
sion in  the  coming  year. 

Dan  Youngblade  will 
be  a tough  act  to  follow. 
He  has  been  an  outstand- 
ing leader  and  we  are  for- 
tunate to  have  his  contin- 
uing involvement  on  the 
Board  of  Trustees  for  an- 
other year. 

The  past  12  months 
have  been  eventful.  You  already  know  this 
after  reviewing  and  taking  action  on  a great 
number  of  reports  and  resolutions  that  have 
come  before  the  House  of  Delegates  this 
weekend. 

To  remind  you  of  key  issues  and 
achievements: 

• The  malpractice  crisis  has  eased  some- 
what. Iowa  physicians  are  fortunate  to  have 
access  to  excellent  liability  coverage  through 
the  Society's  affiliated  company  — the  Iowa 
Physicians  Mutual  Insurance  Trust.  As  a re- 
sult of  our  efforts  to  educate  the  public 


about  professional  liability  concerns,  the 
number  of  legal  suits  filed  has  decreased 
and  there  has  been  an  increase  in  the  num- 
ber of  jury  verdicts  favorable  to  physicians. 

Because  of  the  positive  patient  care  ob- 
jectives and  results  of  the  Medicare  Partners 
program  developed  by  the  IMS  and  the  Area 
Agencies  on  Aging,  the  threat  of  mandatory 
Medicare  assignment  has  been  substantially 
weakened. 

• The  utilization  of  Resource  Based  Rel- 
ative Value  Studies  under  Medicare  is  nearly 
a reality.  The  subject  was  discussed  in  depth 
at  Friday's  Scientific  Session  by  nationally 
prominent  speakers.  RBRVS  issues  will  be 
closely  monitored  in  the  coming  months  and 
every  effort  will  be  made  to  achieve  a posi- 
tive consensus  regarding  this  federally  man- 
dated method  of  Medicare  payment. 

• The  IMS  has  maintained  good  liaison 
with  the  Iowa  Foundation  for  Medical  Care, 
particularly  through  our  representation  on 
the  IFMC  Provider  Advisory  Committee.  Al- 
though our  pathways  may  sometimes  differ, 
we  do  have  common  objectives  with  respect 
to  assuring  quality  of  care  and  we  must 
work  with  each  other  to  achieve  them. 

It  is  probably  inevitable  that  intrusions 
into  the  practice  of  medicine  by  state  and 
national  regulatory  agencies  and  business 
and  political  organizations  will  result  in  dif- 
ferences and  misunderstandings.  What  phy- 
sician would  disagree  with  the  following  ex- 
cerpt from  a letter  written  by  the  chancellor 
of  the  University  of  Massachusetts  Medical 
Center  to  his  daughter,  a second  year  medi- 
cal student? 

When  my  turn  comes,  and  my  life  is  clouded  by 
disease,  1 will  want  a physician  prepared  to  assume 
individual  responsibility  for  my  care.  1 will  want  no 
part  of  committees  with  diffused  accountability.  I will 
want  a physician  capable  of  resisting  external  pres- 
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sures  to  put  economics,  regulations  and  other  extra- 
neous factors  about  the  primary  objective  of  serving 
me  . . . the  patient. 

The  physician  also  told  his  daughter  he 
was  confident  such  physicians  would 
abound  and  society  would  understand  that 
in  medicine,  values  of  caring  must  predomi- 
nate over  values  of  finance. 

Who  would  disagree? 

During  the  coming  year,  1 and  other  of- 
ficers plan  to  meet  with  our  colleagues  at  the 
grassroots  level  to  discuss  the  importance  of 
IMS  membership.  We  want  to  underscore 
the  fact  that  only  through  “unity"  in  orga- 
nized medicine  can  physicians  be  effective 
advocates  for  our  profession  and  our  pa- 
tients. 

I'd  like  to  close  with  another  excerpt, 
this  one  from  a recent  essay  by  Robert 
Fulghum.  He  alludes  to  the  importance  of 
unity: 


Most  of  what  I really  need  to  know  about  how  to 
live,  what  to  do,  and  how  to  be,  1 learned  in  kinder- 
garten. Wisdom  was  not  at  the  top  of  the  graduate 
school  mountain,  but  there  in  the  sandbox  at  nursery 
school. 

These  are  the  things  I learned:  Share  everything. 
Play  fair.  Don't  take  things  that  aren't  yours.  Say 
you're  sorry  when  you  hurt  somebody.  Wash  your 
hands  before  you  eat.  Flush.  Warm  cookies  and  cold 
milk  are  good  for  you.  Live  a balanced  life.  Take  a nap 
every  afternoon.  When  you  go  out  into  the  world, 
watch  for  traffic,  hold  hands,  and  stick  together. 

Think  of  what  a better  world  it  would  be  if  we 
all  . . . everyone  in  the  whole  world  . . . had  cookies 
and  milk  about  3 o'clock  every  afternoon  and  lay 
down  with  our  blankets  for  a nap.  Or,  if  we  had  a 
basic  policy  in  our  nations  always  to  put  things  back 
where  we  found  them  and  to  clean  up  our  own 
messes. 

It  is  still  true.  No  matter  how  old  you  are,  when 
you  go  out  into  the  world,  it  is  best  to  hold  hands  and 
stick  together. 

I look  forward  to  working  with  you  dur- 
ing the  coming  year  and  I shall  try  very  hard 
to  deserve  your  confidence. 


REDUCE  YOUR  LOSS  RATIO 


How  often  has  your  staff  needed  to  locate  a missing  person?  How  often  have  they  sent  a file  to  an  outside  firm? 
How  often  has  that  person  still  not  been  found?  How  often  was  that  firm  very  expensive? 

Would  you  like  to  be  able  to  increase  your  company’s  in-house  find  ratio,  or  decrease  your  company’s  expense 
of  outside  locating  firms? 

Financial  Training  Institute  has  the  “How  to  Find  Missing  Persons”  Manual,  specifically  designed  to  help  anyone 
in  a commercial  environment,  find  missing  persons  on  their  own  and  increase  the  probability  of  collecting  from  a 
bad  account.  There  are  a variety  of  methods  and  concepts  contained  in  our  Manual  that  can  significantly  lower  the 
costs  of  finding  missing  persons.  This  Manual  also  shows  how  to  detect  social  security  number  fraud. 

The  “How  to  Find  Missing  Persons”  Manual  is  comprehensive,  yet  easily  understood,  and  has  been  found 
extremely  valuable  by  two  groups  involved  in  locating  or  collection,  the  novice  and  the  veteran.  Some  of  the 
organizations  that  are  benefiting  from  our  Manual  include: 


Insurance  Companies 
Legal  Firms 

Banks,  Savings  & Loans 
Credit  Unions 


Rental  Agencies 
Credit  Card  Systems 
State  Loan  Commissions 
(students) 


Medical  Associations 
International  Corporations 
Law  Enforcement  Personnel 


Previous  users  of  this  Manual  have  found  that  most  companies  can  recover  their  purchase  price  by  resolving 
one  specific  past  or  future  case.  Users  also  find  that  the  Manual  increases  their  job  skills  enabling  them  to  dramatically 
change  their  department’s  value  to  the  company. 

“The  Nilson  Report”  (a  credit  card  executive  advisory  service)  recommended  the  original  “How  to  Find  Missing 
Persons”  Manual  to  every  business  in  issue  No.  164,  of  July  1981. 

The  Manual  is  authored  by  Don  Elliott.  His  background  includes  over  25  years  of  investigative  experience  as  a 
Naval  Intelligence  Officer,  Retail  Credit  Administrator,  and  Owner  of  Collection  Agencies. 

Wouldn’t  you  like  to  improve  your  firm’s  probability  of  successful  locating?  To  receive  your  copy  of  the  “How  to 
Find  Missing  Persons”  Manual  send  $79.95  to: 

FINANCIAL  TRAINING  INSTITUTE,  INC. 

5100  West  164th  Street,  Suite  21 
Cleveland,  Ohio  44142 

Your  Manual  will  arrive  marked  for  your  personal  attention  only. 
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House  of  Delegates 
Sets  IMS  Policy 


Reimbursement  inequities,  the  nursing 
shortage  and  substance  abuse  were 
among  key  issues  receiving  attention 
when  physicians  representing  county 
medical  societies  across  Iowa  gath- 
ered for  the  1 989  IMS  House  of  Dele- 
gates April  22-23.  Following  is  a sum- 
mary of  the  proceedings. 


The  1989  ANNUAL  MEETING  of  the  lowa 

Medical  Society  House  of  Delegates  was 
held  April  22-23  in  Des  Moines.  House  ses- 
sions were  chaired  by  William  Rosenfeld, 
M.D.,  Speaker.  Open  hearings  were  con- 
ducted by  3 reference  committees  on  April 
22.  The  Annual  Banquet  was  held  April  22 
and  was  chaired  by  President  Daniel  Young- 
blade,  M.D. 

At  the  banquet,  Enfred  Linder,  M.D.,  a 
retired  Ogden  family  physician,  received  the 
1989  IMS  Merit  Award.  The  Ben  T.  Whitaker 
Interstate  Teaching  Award  was  presented  to 
Paul  Seebohm,  M.D.,  consultant  to  the  dean 
of  the  University  of  Iowa  College  of  Medi- 
cine. 

April  22  Session 

Registered  for  the  April  22  session  of 
the  House  were  136  delegates  and  15  alter- 
nate delegates.  Minutes  of  the  April  24,  1988 
House  of  Delegates  session  were  approved 
as  summarized  in  the  July,  1988  issue  of 

IOWA  MEDICINE. 

Reports  contained  in  the  1989  House  of 
Delegates  handbook  were  approved  with 


one  exception.  The  Report  of  the  Committee 
on  Emergency  Medical  Services  was  referred 
to  the  Reference  Committee  on  Miscella- 
neous Business. 

Two  checks  totalling  $14,708  from  the 
AMA-Educational  and  Research  Foundation 
were  presented  by  Bruce  Trimble,  M.D., 
chairman,  IMS  Board  of  Trustees,  to  the 
University  of  Iowa  College  of  Medicine.  One 
check  was  earmarked  for  an  unrestricted 
grant;  the  other  for  medical  student  assist- 
ance. John  Eckstein,  M.D.,  Dean,  U.  of  I. 
College  of  Medicine,  accepted  the  checks. 

Outgoing  IMS  President  Daniel  Young- 
blade,  M.D.  addressed  the  House.  His  re- 
marks are  printed  elsewhere  in  this  issue. 

Twenty-five  resolutions  were  formally 
introduced  and  referred  to  reference  commit- 
tees. Actions  taken  on  these  resolutions  are 
reported  subsequently. 

Supplemental  Reports 

The  following  reports  were  made  to  the 
1989  House  of  Delegates: 

Board  of  Trustees,  by  Bruce  Trimble, 
M.D.,  chairman.  The  report  covered  the 
board's  long  range  planning  session,  a pro- 
posal to  construct  a new  IMS  headquarters 
building  and  a summary  of  the  past  year's 
projects. 

Necrology,  by  Robert  Kent,  M.D.,  chair- 
man, Judicial  Council. 

Nominating  Committee,  by  Lawrence 
Goodman,  M.D.,  chairman.  The  1989  officer 
slate  was  read,  with  no  further  nominations 
from  the  floor. 

Committee  on  Legislation,  by  Clarence 
Denser,  Jr.,  M.D.,  chairman.  Dr.  Denser 
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summarized  key  issues  during  this  year's 
legislative  session  and  announced  he  will  be 
stepping  down  after  10  years  as  chairman  of 
the  committee.  He  was  formally  recognized 
by  the  delegates  for  his  outstanding  service. 
His  remarks  to  the  house  are  printed  else- 
where in  this  issue. 

Iowa  Medical  Political  Action  Commit- 
tee (IMPAC),  by  William  Eversmann,  M.D. 
Delegates  were  also  addressed  by  C.L. 
Montgomery,  M.D.  of  Lubbock,  Texas,  a 
member  of  the  AMPAC  Board  of  Directors. 

Committee  on  AIDS,  by  John  Olds, 
M.D.,  chairman.  Activities  of  the  committee 
were  highlighted,  including  the  very  suc- 
cessful AIDS  seminars  held  with  members  of 
the  Iowa  Bar  Association. 

Iowa  Medical  Foundation,  by  Bruce 
Trimble,  M.D.,  president. 

Blue  Shield,  by  Clarkson  Kelly,  M.D.,  a 
member  of  the  Blue  Shield  Board  of  Direc- 
tors Executive  Committee.  Delegates  were 
also  addressed  by  Governor  Robert  Ray, 

Blue  Shield's  new  chief  executive  officer. 

Iowa  Foundation  for  Medical  Care,  by 
Richard  Perry,  M.D.,  president,  IFMC. 

IMS  Services,  Daniel  Youngblade, 

M.D.,  president. 

Iowa  Physicians  Mutual  Insurance 
Trust,  by  Dennis  Walter,  M.D.,  chairman  of 
the  IPMIT  Board  of  Directors.  A summary  of 
IPMIT's  progress  since  its  birth  5 years  ago 
was  presented. 

Medicare  Partners  Review  Committee, 

by  Dennis  Walter,  M.D.,  chairman.  An  over- 
view of  the  program's  first  year  of  operation 
was  provided. 

AMA  Activities,  John  Anderson,  M.D., 
chairman  of  the  IMS  delegation  to  the  AMA. 

Life  Members 

The  following  physicians  were  elected  to 
Life  Membership  in  the  Iowa  Medical  Soci- 
ety: 

Gerald  Fry,  M.D.,  Vinton;  William 
Cannon,  M.D.,  Weaverville,  North  Carolina; 
Vincent  Carstensen,  M.D.,  Waverly;  Asa 
Arent,  M.D.  and  James  Coddington,  M.D., 
Humboldt;  Frederick  Staab,  M.D.,  Iowa 
City;  Jerald  Greenblatt,  M.D.,  Cedar  Rap- 
ids; Harold  Ganzhorn,  M.D.,  Mapleton; 
Kenneth  Gee,  M.D.,  Shenandoah;  James 
Chambers,  M.D.,  Des  Moines;  Arthur 
Downing,  M.D.,  Brandenton,  Florida;  Roger 


Floren,  M.D.,  Orlando,  Florida;  James  Skul- 
tety,  M.D.,  West  Des  Moines;  John  De- 
Meulenaere,  M.D.,  Grinnell;  John  Gauger, 
M.D.,  Tucson,  Arizona;  Kedar  Bhasker, 
M.D.,  and  Atlee  Hendricks,  M.D.,  Daven- 
port; Glenn  Cunningham,  M.D.,  and  Rob- 
ert Towle,  M.D.,  Bettendorf;  Francis  Giles, 
M.D.,  and  James  McCarroll,  M.D.,  Fort 
Dodge;  and  Verne  Heimann,  M.D.,  Sioux 
City. 

Emeritus  Membership  in  the  Iowa  Medi- 
cal Society  was  accorded  to  43  physicians. 

The  speaker  presented  information  on 
the  reference  committee  hearings,  election 
procedures  and  the  concluding  session  of 
the  House. 

April  23  Session 

Registered  for  the  April  23  session  of 
the  House  were  125  delegates  and  13  alter- 
nate delegates.  Minutes  of  the  April  22  ses- 
sion were  read  and  approved. 

Mrs.  Jan  Bannister,  immediate  past 
president  of  the  IMS  Auxiliary,  spoke  to  the 
delegates  about  several  Auxiliary  projects 
during  her  term.  Mrs.  Norma  Skoglund,  sec- 
retary and  nominated  president-elect  of  the 
AMA  Auxiliary,  also  addressed  the  House. 

Alan  Nelson,  M.D.,  president-elect  of 
the  AMA,  addressed  the  delegates  concern- 
ing the  future  of  medical  practice  and  the 
benefits  of  membership  in  organized  medi- 
cine. 

The  following  physicians  were  an- 
nounced as  having  been  elected  or  reelected 
to  the  positions  noted. 

President-Elect:  Robert  Whinery,  M.D., 
Iowa  City. 

Vice-President:  James  White,  M.D.,  Du- 
buque. 

Speaker  of  the  House:  William  Rosen- 
feld,  M.D.,  Mason  City. 

Vice  Speaker  of  the  House:  Donald 
Kahle,  M.D.,  Dubuque. 

Trustee:  Carol  Aschenbrener,  M.D., 

Iowa  City. 

AMA  Delegates:  John  Anderson,  M.D., 
Boone  and  Eugene  Johnson,  M.D.,  LeClaire. 

Three  District  Councilors  were  also  af- 
firmed during  annual  elections:  District  I — 
Robert  Kent,  M.D.,  Burlington;  District  VII 
— William  McMillan,  M.D.,  Ottumwa;  and 

(Continued  next  page) 
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District  XII  — Clarkson  Kelly,  M.D., 

Charles  City. 

The  speaker  complimented  the  reference 
committees.  Following  adjournment  of  the 
House  of  Delegates,  Donald  Rodawig,  M.D. 
was  installed  as  president  of  the  IMS  for  the 
coming  year.  His  inaugural  comments  are 
published  elsewhere  in  this  issue.  Organiza- 
tional meetings  of  the  Board  of  Trustees  and 
Judicial  Council  occurred  following  Dr.  Ro- 
dawig's  installation. 

House  Actions 

The  IMS  will  take  the  following  actions 
based  on  House  consideration  of  3 Reference 
Committee  reports: 

• Accept  the  Board  of  Trustees'  recom- 
mendation that  IMS  1990  dues  remain  at 
$350  per  member. 

• Encourage  the  IPMIT  Board  to  investi- 
gate all  alternatives  for  changes  in  tail  cover- 
age. 

• Appoint  an  ad  hoc  committee  to  re- 
view the  IMS  election  process;  examine  the 
need  to  limit  terms  of  office  for  Executive 
Council  members  (Board  of  Trustees,  Judicial 
Council,  House  Speaker,  Vice  Speaker  and 
AMA  delegates  and  alternate  delegates);  in- 
vestigate opportunities  to  involve  more  phy- 
sicians in  organized  medicine;  and  report  to 
the  Executive  Council  and  1990  House  of 
Delegates. 

• Affirm  the  position  of  the  medical 
profession  as  a leader  in  providing  quality 
care  and  promote  this  concept  to  youth  to 
encourage  them  to  enter  the  study  of  medi- 
cine. 

• Work  with  the  Iowa  Hospital  Associ- 
tion  to  make  all  Iowa  hospitals  tobacco  free. 

• Refer  to  the  Board  of  Trustees  the 
question  of  educating  physicians  and  young 
athletes  about  steroid  use  and  detection  of 
steroid  abuse. 

• Encourage  the  Iowa  Department  of 
Public  Health  to  develop  a knowledge  base 
on  adverse  health  behavior  of  adolescents 
and  support  the  AMA's  commitment  to  tar- 
get the  highest  morbidities  of  children. 

• Encourage  Iowa  physicians  to  work 
with  other  groups  to  develop  strategies  to 
prevent  adverse  health  behavior  of  adoles- 
cents. 

• Cooperate  with  the  Iowa  Department 
of  Public  Health  and  other  groups  to  provide 


information  on  maternal  and  fetal  health 
threats  posed  by  cocaine  and  crack  and  help 
develop  prevention  strategies. 

• Work  with  various  organizations  to 
develop  approaches  to  address  health  prob- 
lems in  the  homeless. 

• Affirm  that  the  delivery  of  emergency 
medical  care  is  an  interdisciplinary  system 
but  is  the  practice  of  medicine  and  must  re- 
main under  the  direction  of  licensed  physi- 
cians. 

• Refer  to  the  Board  of  Trustees  the  is- 
sue of  confidentiality  of  patients  with  AIDS 
or  HIV  infection,  for  subsequent  referral  to 
an  appropriate  committee. 

• Affirm  the  concept  of  the  physician's 
assistant  as  an  extension  of  the  primary  care- 
giver, not  as  an  independent  or  partially  su- 
pervised health  caregiver. 

• Support  the  Board  of  Medical  Exam- 
iners in  efforts  to  govern  the  role  of  a physi- 
cian supervising  a PA,  assuring  the  physi- 
cian retains  ultimate  responsibility  for 
patient  care. 

• Give  attention  to  medicine's  concern 
about  whether  the  use  of  PAs  increases  ac- 
cess to  care,  especially  in  rural  areas. 

• Continue  working  with  the  BME  and 
PAs  to  develop  guidelines  for  physicians  su- 
pervising PAs. 

• Encourage  IMS  delegates  to  the  AMA 
to  closely  evaluate  the  AMA's  pilot  Regis- 
tered Care  Technician  project. 

• Encourage  physicians  to  advocate  fair 
base  level  nursing  wages. 

• Take  an  active  role  in  evaluating  nurs- 
ing wages  and  recommend  appropriate  ac- 
tion. 

• Support  proposals  to  increase  nursing 
education  subsidies  which  create  incentives 
for  nurses  to  remain  in  Iowa. 

• Develop  proposals  regarding  nurses' 
working  conditions  and  improving  the 
nurse-physician  relationship. 

• Direct  the  MD/RN  Liaison  Committee 
to  monitor  nursing  working  conditions  and 
compensation  issues. 

• Support  efforts  of  nursing  organiza- 
tions to  alleviate  the  nursing  shortage. 

• Commend  Clarence  Denser,  Jr.,  M.D., 
for  his  10  years  of  service  as  chairman  of  the 
IMS  Committee  on  Legislation. 

• Commend  physicians  involved  in  the 
Medicare  Partners  program. 
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• Endorse  the  Blue  Cross/Blue  Shield 
Caring  Program  for  Children. 

• Support  elimination  of  Medicare  ur- 
ban/rural reimbursement  inequities. 

• Support  the  concept  of  a resource 
based  relative  value  scale  as  a basis  for  a 
Medicare  indemnity  payment  system. 

• Oppose  adjustment  of  a resource 
based  relative  value  scale  based  on  differ- 
ences in  geographic  practice  costs  or  spe- 
cialty differentials. 

• Work  with  other  state  medical  socie- 
ties and  the  Iowa  congressional  delegation 
for  elimination  of  geographic  inequities  in 
Medicare  payments. 

• Refer  to  the  IMS  Board  of  Trustees  the 
issue  of  impediments  to  development  of 
small  hospices. 

• Refer  to  the  Judicial  Council  the  ques- 
tion of  specialty  advertising,  with  a report  to 
be  submitted  to  the  1990  House  of  Dele- 
gates. 

• Reaffirm  support  of  legislation  man- 
dating that  all  public  buildings  be  smoke 
free. 

• Support  legislation  increasing  the  tax 
on  tobacco  products. 

• Refer  to  the  IMS  Board  of  Trustees  the 
question  of  requiring  notations  on  death  cer- 
tifications stating  if  alcohol,  tobacco,  cocaine 
or  other  drug  use  contributed  to  the  death. 

• Commend  those  responsible  for  devel- 
oping the  adolescent  alcohol  impaired  driver 
program  operating  in  Polk  County. 

• Direct  investigation  of  the  extent  to 
which  athletic  insurance  is  available  to 


Iowa's  athletes  and  develop  appropriate  rec- 
ommendations. 

• Support  the  concept  of  the  Polk 
County  Reality  Education  Alcohol  Preven- 
tion Program. 

• Assist  in  development  of  adolescent 
alcohol  impaired  drivers'  prevention  pro- 
grams in  other  communities. 

• Support  increased  taxes  on  alcohol. 

• Support  an  impaired  driver  alcohol 
level  of  .05%. 

• Support  a requirement  for  warning 
messages  on  alcohol  advertisements. 

• Support  educational  efforts  on  the 
hazards  of  drunk  driving. 

• Direct  the  Board  of  Trustees  to  moni- 
tor the  malpractice  liability  climate  so  tort  re- 
form may  be  introduced  when  appropriate. 

• Support  additional  meaningful  tort  re- 
form, including  caps  on  non-economic  dam- 
ages. 

• Affirm  that  IMS  representation  of  the 
IFMC  Provider  Advisory  Committee  be  fully 
utilized  by  member  physicians  to  convey 
concerns. 

• Monitor  the  new  Medicare  profes- 
sional review  organization  rating  system  im- 
plemented by  the  IFMC  and  report  to  the 
1990  House  of  Delegates. 

• Support  Iowa's  law  relating  to  re- 
quests for  procurement  of  organs  and  tis- 
sues. 

• Initiate  legislation  to  protect  the  public 
from  artificial  ultraviolet  light,  including  re- 
quiring posting  of  warning  signs  near  tan- 
ning devices. 
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A Decade  of 
Legislative  Efforts 

CLARENCE  H.  DENSER,  JR.,  M.D.  Xhe  conservative  bent  of  most  Iowa 


Des  Moines,  Iowa 


Clarence  H.  Denser^  /r.,  M.D.  re- 
cently completed  1 0 years  as  chair- 
man of  the  IMS  Committee  on 
Legislation.  In  recognition  of  his  out- 
standing contribution  in  this  leader- 
ship position,  the  1 989  House  of  Del- 
egates expressed  heartfelt  thanks  to 
Dr.  Denser  for  his  commitment  and 
dedication.  Following  are  excerpts 
from  Dr.  Denser's  report  to  the 
House,  in  which  he  summarizes  a 
decade  of  IMS  legislative  efforts  and 
some  of  the  pains  and  pleasures  of  in- 
volvement in  this  crucial  program. 


The  environment  in  which  physicians 
practice  and  the  IMS  represents  its  mem- 
bers is  different  from  10 
years  ago.  In  1979,  Re- 
publicans controlled  both 
houses  of  the  Iowa  legis- 
lature. Given  our  close 
working  relationship  with 
Republican  leadership, 
the  defeat  or  passage  of 
legislation  was  often  a 
matter  of  talking  to  the 
ciarenceDenser,jr.,M.D.  Committee  chairperson. 


business  people  and  physicians  resulted  in  a 
similarity  of  interests  evidenced  by  agree- 
ment on  most  legislative  issues.  Hospitals 
and  physicians  worked  closely  on  most 
questions  before  the  Iowa  legislature.  Nei- 
ther the  state  nor  federal  government  had  a 
particular  interest  in  Medicare  or  Medicaid 
expenditures. 

With  the  turn  of  the  decade,  change  oc- 
curred rapidly.  Governor  Ray  appointed  a 
commission  on  health  care  costs  and  its  re- 
port was  released  in  the  spring  of  1982.  The 
report  provided  for  the  first  time  a focal 
point  for  business,  labor  and  government  to 
rally  their  interests  and  energy  on  the  health 
care  system.  The  creation  of  the  Health  Pol- 
icy Corporation  of  Iowa  closely  followed  and 
with  it  began  organized  advocacy  of  busi- 
ness and  labor  positions  on  socioeconomic 
health  care  issues. 

In  1982,  Democrats  gained  control  of  the 
Iowa  legislature.  Many  physicians  distrusted 
the  Democratic  majority  and  many  newly 
elected  young  Democrats  mistrusted  Iowa 
physicians.  It  was  no  longer  possible  for  rep- 
resentatives of  the  IMS  to  address  legislative 
problems  through  leadership  and  committee 
chairpersons.  It  became  necessary  to  develop 
positions  and  convey  them  through  lobbyists 
and  established  relationships  between  physi- 
cians and  lawmakers  at  home.  The  mistrust 
has  been  replaced  by  good  working  relation- 
ships between  Iowa  physicians  and  legisla- 
tors of  both  parties. 

Throughout  the  decade,  allied  health 
care  practitioners  unleashed  on  Iowa  law- 
makers an  onslaught  of  proposals  for  licen- 
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sure,  expanded  scope  of  practice  and  insur- 
ance mandates,  buoyed  by  the  public's 
declining  belief  that  only  physicians  can  di- 
agnose and  indicate  appropriate  treatment. 

Though  it  remains  strong,  even  our  alli- 
ance with  the  Iowa  Hospital  Association  has 
become  strained  on  occasion  by  competition 
between  physicians  and  hospitals  to  provide 
certain  medical  services  and  the  declining 
ability  of  government  to  fully  fund  Medicare 
and  Medicaid. 

We  are  all  aware  of  the  devastating  ef- 
fects of  the  liability  crisis.  The  effort  neces- 
sary to  address  this  problem  drained  the 
IMS  of  its  ability  to  fully  address  other  im- 
portant issues  for  3 legislative  sessions.  Our 
efforts  on  this  issue  also  unified  lawyers,  as 
documented  by  the  latest  campaign  finance 
disclosure  report.  In  the  1988  election  cycle, 
the  Iowa  Medical  Political  Action  Committee 
was  outspent  by  2 lawyer  PACs.  Further  ef- 
forts to  improve  Iowa's  liability  climate 
through  legislation  will  be  met  with  fierce 
and  organized  resistance. 

State  and  federal  governments  are  scru- 
tinizing medical  practices  to  an  unprece- 
dented degree.  Cost  and  utilization  of  our 
services  are  suspect  in  the  face  of  unrelent- 
ing increases  in  health  care  costs.  Whether  it 
be  capping  our  fees,  imposing  practice  pa- 
rameters or  looking  north  to  Canada,  state 
and  federal  lawmakers  are  poised  to  actively 
assist  us  in  controlling  health  care  costs. 

As  we  enter  the  1990s,  societal  trends 
are  pointed  opposite  many  of  our  most 
heartfelt  beliefs.  Former  allies  have  become 
adversaries  and  traditional  adversaries  have 
become  better  organized  and  more  sophisti- 
cated. Despite  the  challenges,  there  is  op- 
portunity. The  IMS  is  poised  to  meet  these 
challenges.  We  have  had  to  change  our  way 
of  thinking  and  the  way  we  do  things. 

These  changes  have  occurred  subtly  through 
the  80s.  Following  are  some  changes  which 
have  occurred  in  structure,  PAC  philosophy, 
legislative  strategy  and  most  important,  the 
dedication  of  physicians. 

In  1980,  the  IMS  legislative  staff  con- 
sisted of  a contract  lobbyist  and  2 adminis- 
trative assistants.  Today  the  legislative  staff 
consists  of  a director,  2 contract  lobbyists,  a 
combination  staff  lobbyist  and  field  repre- 
sentative and  2 public  affairs  staff  persons 
who  also  function  as  lobbyists. 


In  1980,  legislative  involvement  was  lim- 
ited to  the  Committee  on  Legislation  and  a 
small  cadre  of  legislative  contact  physicians. 
Today,  specialty  society  representatives  are 
invited  to  participate  in  all  meetings  of  the 
Committee  on  Legislation.  Additionally, 
each  specialty  is  asked  to  designate  a legisla- 


'Another  important  change  dur- 
ing the  past  decade  is  our  in- 
creasing emphasis  on  positive 
public  health  issues/ 


tive  liaison  representative  to  assure  issues  of 
interest  to  the  specialty  society  are  conveyed 
promptly  so  the  society's  reaction  to  the  is- 
sue can  be  obtained  and  incorporated  into 
IMS  strategy. 

Ten  years  ago,  the  auxiliary  had  no  role 
in  the  IMS  legislative  program.  Today,  the 
auxiliary  and  its  members  are  an  important 
cog  in  our  legislative  machinery.  Many  auxil- 
iary members  now  serve  as  legislative  con- 
tact persons.  The  auxiliary  has  created  a leg- 
islative phonebank  to  generate  a high 
volume  of  mail  or  phone  calls  from  our  leg- 
islative contact  persons  within  hours. 

The  auxiliary  is  proposing  an  internship 
program  whereby  legislators  may  follow  a 
physician  through  his  or  her  daily  practice 
routine.  The  intent  of  this  program  will  be  to 
give  legislators  a clearer  understanding  of 
the  complexities  of  medical  practice. 

As  we  enter  the  1990s,  the  IMS  legisla- 
tive contact  program  is  stronger  than  ever. 
The  number  of  dedicated  physicians  and 
auxiliary  members  who  serve  as  LCPs  has 
grown.  The  LCPs  are  better  informed,  have 
better  established  relationships  with  the  leg- 
islators and  have  better  staff  support. 

In  1979,  there  were  116  PACs  active  in 
Iowa.  Today  there  are  226.  In  1979,  there 
were  2,000  federal  PACs.  Today  there  are 
4,268.  Advocacy  organizations  such  as  the 
IMS  need  a well  organized,  well  funded 
PAC  just  to  stay  even.  In  the  beginning  of 
this  decade,  PAC  solicitation  was  limited  to 
the  IMS  dues  statement  and  the  IMP  AC 
booth  at  the  House  of  Delegates  meeting. 

The  suggested  contribution  was  $35.  Today, 

(Continued  next  page) 
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the  dues  statement  is  supplemented  by  a so- 
phisticated direct  mail  program  and  the  sug- 
gested contribution  is  $100.  Currently,  one- 
fourth  of  IMS  members  participate  in  this 
important  corollary  activity. 

More  important  has  been  the  refinement 
of  PAC  dollars  distribution.  Ten  years  ago, 
PAC  giving  decisions  were  based  on  limited 
staff  research.  Today,  each  candidate's  cre- 


'In  7 979,  there  were  7 76  PACs 
active  in  Iowa.  Today  there  are 
226.  In  7 979,  there  were  2,000 
federal  PACs.  Today  there  are 
4,268.' 


dentials  are  thoroughly  researched  by  staff. 

In  competitive  races,  each  candidate  is  inter- 
viewed by  constituent  physicians.  Interview- 
ing physicians  establish  a relationship  with 
the  candidate,  the  candidate  is  familiarized 
with  issues  of  concern  to  the  IMS  and  better 
information  is  provided  to  the  IMPAC  board. 

These  refinements  have  had  surprising  re- 
sults. IMPAC  contributions  to  Democrats 
running  for  election  to  the  Iowa  legislature 
have  been  nearly  equal  to  those  provided  to 
Republicans  in  the  last  2 elections.  Political 
pundits  strongly  believe  Iowa  Democrats 
have  done  a better  job  of  securing  high  qual- 
ity candidates  than  Republicans.  IMPAC  giv- 
ing, based  in  large  part  on  the  advice  and 
counsel  of  constituents  physician,  reflects 
this  development. 

A strong  possibility  exists  Democrats 
will  control  the  Iowa  legislature  through  the 
coming  decade.  Movement  from  a perceived 
Republican  PAC  to  a truly  bipartisan  PAC 
has  been  beneficial  to  our  legislative  pro- 
gram. As  a result,  the  IMS  now  works 
closely  with  the  leadership  of  both  parties. 
We  have  earned  the  trust  of  Democrats 
while  retaining  the  trust  of  Republicans.  It  is 
essential  that  IMPAC  continue  as  a truly  bi- 
partisan organization. 

The  greatest  mistake  an  organization  or 
individucal  can  make  in  any  adversarial  leg- 
islative setting  is  not  knowing  when  to  back 
off.  Defeat  is  a bitter  pill  — your  board  of 
trustees  doesn't  like  it,  your  staff  and  lobby- 
ists don't  like  it  and  the  Committee  on  Leg- 


islation doesn't  like  it.  But  when  the  vote 
count  won't  change,  there  is  no  sense  in 
continuing  to  press  the  issue.  In  such  cases, 
with  the  concurrence  with  the  Board  of 
Trustees,  we  have  generally  tried  to  obtain 
the  most  favorable  concessions  possible  and 
moved  to  the  next  issue. 

This  philosophy,  while  distressing  in 
the  short  run,  is  beneficial  over  time.  Given 
the  intense  scrutiny  of  health  care,  it  is  im- 
portant that  legislators  invite  the  IMS  to  par- 
ticipate in  their  deliberations.  We  are  being 
invited  to  participate  in  discussions  of  critical 
interest  significantly  more  often  than  in  the 
past.  We  have  become  and  will  continue  to 
be  a major  player  on  many  critical  issues, 
given  our  enhanced  credibility  with  Iowa 
lawmakers  of  both  political  parties. 

Another  important  change  during  the 
past  decade  is  our  increasing  emphasis  on 
positive  public  health  issues.  Many  issues  of 
primary  concern  to  the  IMS  are  defensive  in 
nature  or  are  perceived  as  pocketbook  con- 
cerns. The  IMS  has  placed  great  emphasis 
on  such  issues.  However,  over  the  past  sev- 
eral years,  the  IMS  has  been  an  active  player 
on  a number  of  positive  health  issues.  This 
year,  the  IMS  is  a significant  contributor  to 
legislation  relating  to  AIDS,  civil  commit- 
ment, the  uninsured  problem,  infectious 
wastes  and  environmental  and  agricultural 
health  issues.  The  participation  of  Iowa  phy- 
sicians in  such  issues  is  good  for  the  public 
and  a responsibility  we  should  not  shirk.  An 
increased  commitment  to  such  issues  has  en- 
hanced our  credibility  on  other  issues. 

The  IMS  may  hire  hoards  of  staff  and 
lobbyists,  raise  huge  amounts  of  PAC  dollars 
and  prioritize  all  the  positive  issues  it  wants; 
but  without  active  legislative  participation  by 
physicians  and  auxiliary  members  at  home, 
there  is  no  legislative  program.  This  is  the 
area  of  greatest  improvement  during  the 
past  decade. 

The  response  of  physicians  and  auxiliary 
members  has  been  overwhelming.  They  are 
willing  to  get  in  the  trenches;  be  active  in 
political  campaigns;  meet  their  legislators, 
know  them  and  appreciate  them;  and  re- 
spond promptly  to  requests  for  the  advocacy 
of  IMS  positions.  Their  dedication  has  been 
the  key  to  our  improvement  and  will  con- 
tinue to  be  the  key  to  our  legislative  pro- 
gram in  the  1990s. 
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Questions  and  Answers 


Twenty-five  Years  in 
The  House  of  Delegates 


The  author,  a family  practice  physician 
and  IMS  Life  Member  from  Independ- 
ence, discusses  his  25  years  as  a dele- 
gate to  the  IMS  House  of  Delegates. 


How  did  you  first  become  a delegate  to  the  IMS 
House? 

I always  attended  the  Society's  annual  Sci- 
entific Session  and  then  would  sit  in  on  the 
House  of  Delegates  sessions  because  they  were 
interesting.  The  other  members  of  the  Bucha- 
nan County  Medical  Society  decided  I might 
as  well  be  a delegate  since  I attended  anyway. 

Why  have  you  served  as  a delegate  for  so  many 
years? 

I've  always  thought  it  was  very  worth- 
while. When  you  participate  in  the  House  ses- 
sions, you  really  find  out  what's  going  on  at 
the  IMS.  It's  also  a good  way  to  learn  about 
the  latest  issues  facing  medicine,  especially  the 
socioeconomic  issues. 

What  has  been  the  most  controversial  issue 
you've  seen  discussed  by  the  House? 

I'd  say  third  party  reimbursement  has  been 
the  most  controversial  over  the  years.  I re- 
member one  year  there  was  a special  delegates 
session  called  in  February  to  discuss  Blue  Cross/ 


Blue  Shield.  The  meeting  began  early  in  the 
morning  and  was  still  going  on  when  I left  at 
6 p.m.  It  was  snowing  like  heck  and  I wanted 
to  get  back  home. 

What  is  the  funniest  thing  you  ever  saw  happen? 

The  funniest  thing  I remember  is  all  the 
stories  Dr.  Elmer  Smith  used  to  tell  whenever 
he  had  the  opportunity.  In  addition  to  being 
a well-respected  and  knowledgeable  delegate 
to  the  AMA,  he  told  real  good  stories  and  we 
all  missed  him  in  the  House  sessions  when  he 
passed  away. 

How  has  the  House  changed  since  you  began 
attending? 

There  has  been  incredible  change  in  the 
health  care  system  since  I first  became  a del- 
egate. With  the  advent  of  the  third  party  pay- 
ment system,  many  new  problems  have  come 
before  the  House  involving  Medicare,  Med- 
icaid, the  IFMC  and  countless  others.  Also, 
there  are  many  more  committees  which  deal 
with  new  problems  and  issues  such  as  organ 
transplantation,  oncology  and  troubled  phy- 
sicians. 

As  one  of  the  older  IMS  members,  I urge 
young  physicians  to  join  the  IMS  and  become 
involved  as  a delegate  and  on  the  many  dif- 
ferent committees.  Involvement  in  the  IMS  is 
a gratifying  and  educational  experience  and 
we  need  younger  physicians  to  take  up  the 
reins. 
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student  Knowledge  of  the 
AIDS  Epidemic 

MARY  TAGGART,  Ph.D. 

MARY  KHOWASSAH,  M.D. 

Iowa  City,  Iowa 


Dr.  Taggart,  an  assistant  professor  in 
the  University  of  Iowa's  graduate  pro- 
gram in  hospital  and  health  adminis- 
tration, and  Dr.  Khowassah,  director 
of  student  health  services,  present  re- 
sults of  an  AIDS  survey  given  to  U of 
I freshmen. 


SEXUAL  BEHAVIOR  OF  COLLEGE  STUDENTS  is 
an  area  of  concern  for  university  health 
service  administrators.  Questions  of  STD, 
birth  control  and  abortion  often  arise  for  the 
first  time  during  the  college  years. 

A study  was  undertaken  by  the  student 
health  service  of  the  University  of  Iowa  to 
gauge  students'  AIDS  knowledge.  Although 
AIDS  is  rare  among  13-19  year-olds,  it  is 
more  prevalent  among  20-29  year-olds.  The 
degree  of  sexual  experimentation  in  this  age 
group  suggests  the  rate  of  disease  transmis- 
sion could  exceed  its  reported  rate. 

Recent  surveys  suggest  minority  adoles- 
cents, particularly  Blacks  and  Latinos,  pos- 
sess less  knowledge  about  AIDS  than  white 
adolescents.  Variability  in  knowledge  about 
precautionary  measures  among  adolescents 
of  all  ethnic  groups  was  also  uncovered.  Pre- 
vious surveys  of  the  college  population  find 
high  to  moderate  knowledge  of  the  AIDS 
epidemic. 

Method 

Data  were  collected  in  November,  1987 
from  1,103  University  of  Iowa  freshmen. 

Ages  ranged  from  17  to  26;  42.8%  were  fe- 
male and  57.2%  male.  Thirty-two  percent  of 
the  students  were  from  out  of  state,  mainly 
Illinois. 

Results 

Overall,  U of  I freshmen  possess  a high 
level  of  AIDS  knowledge.  Students  per- 


formed best  on  the  knowledge  AIDS  is  not 
transmitted  through  casual  contact,  on  what 
the  acronym  AIDS  stands  for  and  on  educa- 
tional strategies  to  combat  AIDS.  There  were 
also  high  marks  on  knowledge  of  non-homo- 
sexual risk  groups  and  the  danger  male  bi- 
sexuality poses. 

The  students  were  less  knowledgeable 
about  causes  of  death  associated  with  AIDS. 

There  were  sex  differences  in  level  of 
AIDS  knowledge,  with  males  performing 
more  poorly  than  females.  Males  were  much 
more  likely  to  state,  incorrectly,  that  the 
AIDS  virus  is  very  robust. 

Male  students  were  also  less  knowl- 
edgeable about  AIDS  warning  signs  and  the 
sensitivity  of  the  ELISA  test. 

Conclusion 

The  results  of  this  survey  suggest  col- 
lege students  at  a large  nonmetropolitan  uni- 
versity have  a very  sound  understanding  of 
the  AIDS  epidemic.  The  findings  also  sug- 
gest female  college  students  possess  greater 
understanding  of  AIDS. 


Letters  to  the  Editor 


Wants  Feedback  on  Novel 

Dear  Editor: 

I have  written  a novel  of  contemporary 
significance  and  I would  like  to  turn  it  over 
to  a group  of  social-minded  physicians  to 
see  if  they  can  market  or  publish  it.  The 
manuscript  is  available  for  anyone  who 
wishes  to  read  it.  The  title  is  Reunion  and  the 
book  is  structured  around  2 events  — a 10- 
year  high  school  reunion  in  1978  and  a 20- 
year  reunion  in  1988. 

The  story  follows  a young  physician 
from  age  21  to  age  40  as  he  attempts  to 
maintain  his  equilibrium  in  the  moral  quick- 
sand of  that  period.  The  thesis  of  my  book  is 
that  a life-style  which  is  destructive  to  the 
point  of  genocide  should  not  be  advocated. 
My  book  advocates  the  opposite  life-style  — 
sexual  monogamy  as  the  only  means  of  pro- 
tecting children  from  the  destructive  effects 
of  the  broken  home. 
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Anyone  interested  in  pursuing  this  sub- 
ject is  welcome  to  a copy  of  the  manuscript. 
— Clinton  E.  Berryhill,  M.D.,  Williamsburg, 
Iowa. 

IFMC  Peer  Review  Criticized 

Iowa's  peer  review  organization  threat- 
ens quality  medical  care.  Its  assertions  are 
burdened  by  cost  concerns  because  it  must 
march  to  the  beat  of  the  Health  Care  Financ- 
ing Administration  (HCFA).  Peer  reviewers 
have  relinquished  single-minded  dedication 
to  what's  best  for  the  patient  and,  therefore, 
their  opinions  cannot  be  trusted.  Practicing 
physicians  must  learn  to  suppress  the  influ- 
ence of  the  Iowa  Foundation  for  Medical 
Care  (IFMC),  just  as  they  have  learned  to 
control  other  external  pressures  which  may 
adversely  affect  patient  care  decisions. 

The  IFMC  has  touted  itself  as  an  educa- 
tor of  physicians,  but  it  has  failed.  Peer  re- 
view can  occur  between  peers  but  education 


can  only  occur  between  teacher  and  student. 
If  a physician  reviewer  declares  his  peer 
wrong  (or  right),  theoretically  the  reviewer 
will  be  correct  only  50%  of  the  time.  That's 
what  "peer"  means.  A good  teacher  intro- 
duces himself  and  lists  his  qualifications.  He 
doesn't  disparage  his  students  while  cower- 
ing behind  the  wall  of  anonymity. 

With  unearned  authority,  IFMC  review- 
ers are  quick  to  make  the  easy  judgement 
from  the  certainty  of  hindsight. Such  a 
painless,  artificial  exercise  commands  little 
respect.  It's  like  playing  tennis  with  the  net 
down,  like  writing  poetry  without  rhyme. ^ 

Many  practitioners  dislike  peer  review 
but  are  resigned  to  some  form  of  govern- 
ment control.  "It's  the  law,  might  as  well 
make  the  best  of  it.  At  least  physicians  must 
be  in  charge  of  the  process."  These  physi- 
cians have  surrendered  to  HCFA,  which  is 
more  interested  in  cost  control  than  individ- 
ual patient  welfare.  But  physicians  cannot 

(Continued  page  337) 


Just  as  the  human  heart  controls  the  functions  of  the  body, 
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“serve  two  masters."^  In  1940  the  Vichy  gov- 
ernment in  France  was  the  law.  How  much 
better  to  have  French  Collaborators  running 
France  rather  than  the  Germans.  The  Resist- 
ance didn't  buy  it. 

What  is  the  answer  to  runaway  medical 
costs?  Research  and  education.  The  research 
must  be  conceived  and  directed  by  caring 
physicians  who  seek  the  truth  about  what 
constitutes  good  medical  practice  (whether 
cheap  or  expensive).  Better  care  is  often 
cheaper.^'  ® Better  educated  physicians  will 
not  require  a multitude  of  tests  to  bolster 
their  bedside  diagnoses.  Education  is  more 
effective  than  regulation  in  changing  physi- 
cian behavior.^'  ® 

Physicians  must  not  betray  their  pa- 
tients' trust.  Research  and  continuing  educa- 
tion must  guide  patient  care  decisions  — not 
the  Iowa  Foundation  for  Medical  Care.  — 
John  Ely,  M.D.,  Lake  City,  Iowa. 

References  noted  in  this  letter  are  available 
from  the  author  or  the  editors  of  iowa  medicine. 


Enjoys  'CME  Notebook' 

Dear  Editor: 

As  always  when  my  copy  of  iowa  medi- 
cine arrives,  I read  Dr.  Caplan's  'CME  Note- 
book' column  first.  The  May  column  really 
struck  home  . . . "There  is  so  much  to 
learn." 

Thanks  for  Dr.  Caplan's  always  timely 
thoughts.  They  really  help  physicians  who 
are  trying  to  "keep  up."  — William  Hofmann, 
M.D.,  Davenport,  Iowa. 


New  Medical  Museum 

The  medical  museum  at  University  of 
Iowa  Hospitals  and  Clinics  opened  February 
26.  Artifacts  and  photographs  in  the  opening 
exhibit  illustrate  the  history  of  Iowa  medi- 
cine and  the  history  of  UIHC.  Much  of  the 
museum's  collection  has  come  as  a result  of 
the  generosity  of  Iowa  physicians  and 
nurses,  physician  and  nurse  alumni  of  the 
University  of  Iowa,  their  families  and  other 


health  professionals.  However,  museum  di- 
rectors are  still  looking  for  various  items  to 
fill  out  the  collection. 

The  current  exhibit,  "Closing  in  on  Can- 
cer," was  prepared  by  the  National  Cancer 
Institute,  Bethesda,  Maryland,  in  celebration 
of  the  50th  anniversary  of  its  founding. 
"Closing  in  on  Cancer"  traces  the  study  and 
treatment  of  cancer  from  the  ancient  Egyp- 
dans  to  the  present,  outlining  the  contribu- 
tions of  individuals  who  have  devoted  their 
efforts  to  the  study  of  cancer  throughout  the 
centuries.  The  walk-through  exhibit  com- 
bines written  text  with  narrated  videos  to 
give  an  overview  of  the  history  of  the  dis- 
ease. It  will  run  through  January  of  1990. 

The  medical  museum  is  open  Monday 
through  Friday  from  8:00  a. m. -5:00  p.m.  and 
from  1:00-4:00  p.m.  on  weekends.  It  is  lo- 
cated on  the  8th  floor  of  the  John  W.  Collo- 
ton  Pavilion  at  the  University  Hospitals  and 
is  free  and  open  to  the  public.  For  more  in- 
formation, please  contact  Adrienne  Drapkin, 
Director,  Medical  Museum  319/356-7106. 


Physician  Speakers  Needed 

The  Iowa  Coalition  for  Comprehensive 
School  Health  Education  (ICCSHE)  is  estab- 
lishing a speakers  bureau.  It  will  consist  of 
individuals  from  health  industries  through- 
out Iowa  who  are  available  to  give  health  re- 
lated presentations  to  school  classes  and  as- 
semblies. 

ICCSHE  wishes  to  identify  Iowa  physi- 
cians and  other  health  care  professionals 
who  have  had  experience  speaking  before 
lay  groups  to  join  the  speakers  bureau  and 
address  school  age  children.  Possible  sub- 
jects include  AIDS,  sexuality,  nutrition, 
smoking,  teen  pregnancy,  enhancing  self-es- 
teem and  physical  fitness. 

Presentations  are  usually  an  hour  in 
length  and  can  be  enhanced  by  visual  aids. 
Speakers  will  not  be  asked  to  travel  long  dis- 
tances. If  you  are  willing  to  participate  or  if 
you  would  like  more  information,  contact 
Leslie  Weber,  M.D.,  2108  Steindler  Bldg., 
University  of  Iowa,  Iowa  City,  lA  52242. 

Please  include  your  name,  address,  sub- 
ject area  you  would  like  to  speak  about  and 
whether  you  may  have  visual  aids. 
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Recent  Books 


Schaub,  Gary  R.,  1989,  Selling  or  Buying  a Med- 
ical Practice,  Medical  Economics  Books,  Ora- 
dell.  New  Jersey,  $31.95.  The  author  of  this 
book  is  a practice  management  consultant  and 
appraiser.  He  presents  a concise  review  of  the 
ramifications  of  practice  sales  and  purchases. 
Step  by  step  the  entire  subject  is  examined 
from  “should  I and  can  1"  to  “I  did  it  suc- 
cessfully and  wisely."  Having  retired  and  sold 
my  practice  during  the  past  year,  1 can  attest 
this  book  is  a valuable  reference  to  any  phy- 
sician anticipating  such  a complex  manage- 
ment decision  as  selling  or  buying  a medical 
practice. 

Fish,  Raymond  M.  and  Melvin  E.  Ehrhardt, 
1989,  Preventing  Emergency  Malpractice,  Medi- 
cal Economics  Books,  Oradell,  New  Jersey, 
$31.95.  Emergency  medical  care,  whether  in 
the  hospital  or  in  the  office,  presents  chal- 
lenges to  the  physician  in  many  medical-legal 
issues.  This  book,  well  written  and  concise  in 
the  discussion,  is  a true  eye-opener.  Emphasis 
is  placed  upon  numerous  issues  which  more 
frequently  have  instigated  legal  action.  Five 
conditions  more  frequently  associated  with 
lawsuits  are  myocardial  infarction,  meningitis, 
wounds,  fractures  and  appendicitis.  This  book 
is  highly  recommended  for  complete  study  by 
all  physicians  as  well  as  managers  of  hospital 
emergency  rooms. 

Alexander,  Steven  R.,  editor,  1989,  Patient  Care 
Flowchart  Manual,  4th  edition.  Medical  Eco- 
nomics Books,  Oradell,  New  Jersey,  $52.95. 
This  is  a unique  manual,  neither  a textbook 
nor  a true  reference  book.  Herein  are  more 
than  300  flowcharts  to  guide  the  physician  in 
the  care  of  as  many  conditions.  These  pres- 
entations are  classified  by  organ-systems  as 
well  as  by  specialty  groupings.  These  flow- 
charts may  approach  a given  condition  by  dif- 
ferential diagnosis  and/or  management.  The 
orderly  presentations  provide  physicians  with 
a concise  means  of  diagnostic  and  therapeutic 
possibilities.  Suggestion  has  been  made  that 
insertion  of  a copy  of  a given  flowchart  in  the 
patients'  chart  affords  better  record-keeping  of 
the  physicians'  thought  process  in  arriving  at 


a diagnosis  — stepping  stones  to  successful 
management  and  away  from  potential  law- 
suits. 

Gendron,  Francis  G.,  1989,  Unexplained  Patient 
Burns:  Investigating  Iatrogenic  Injuries,  Quest 
Publishing  Company,  Brea,  California,  $60.00. 
The  author,  a clinical  engineer  responsible  for 
medical  devices  and  instrumentation,  con- 
tends that  “most  inexplicable  burns  are  not 
burns,  but  expected  physiological  responses 
to  a set  of  factors  peculiar  to  the  surgical  and 
obstetrical  environment  — factors  that  are  in- 
herent in  the  clinical  environment."  He  gath- 
ers incidents,  investigations,  reports  and  legal 
actions  and  puts  them  together  in  his  solution 
to  the  cause  of  unexplained  burns.  Consider- 
able research  has  gone  into  this  book.  The  hy- 
pothesis develops  that  so-called  burns  are  in 
reality  "tissue  insults  precipitated  by  the 
agency  of  pressure  and  accelerated  by  heat." 
Its  message  will  be  of  special  interest  to  sur- 
geons, anesthesiologists  and  obstetricians. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages; 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 
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^iJ^nence 


'Nizatidine 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Additional  information  available  to  the^ 
professionon  request  - ' ^ 


1 . Data  on  ste.  ully  flesearch  Laboratories 


AXID^ 


Brief  Summary 

Consull  the  package  literature  for  complete  Information. 

Indications  and  Usage:  Axid  is  indicated  lor  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  IS  indicatedfor  maintenance  therapy  lor  duodenal  ulcer  patients  at  a reduced 
dosage  of  150  mg  h s.  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to  other 
Hrreceptor  antagonists 
Precautions:  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizabdine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  pabents  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  mzabdine  is  metabolized  inthe  liver  In  pabents  with  normal 
renal  funcbon  and  uncomplicated  hepabc  dystuncbon,  the  disposibon  of  mzabdine 
IS  similar  to  that  in  normal  subjects 

Laboralory  Tests  - false-posibve  tests  for  urobilinogen  with  Mulbstix*  may 
occur  dunng  therapy  with  mzabdine 

Drug  Interactions -tio  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine.  phenytoin,  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-llnked  drug-metabolizing  enzyme  system, 
therefore,  drug  interacbons  mediated  by  inhibibon  of  hepabc  metabolism  are  not 
expected  to  occur  In  pabents  given  very  high  doses  (3,900  mg)  of  aspinn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizabdine,  150  mgb  id  .was 
administered  concurrenby 

C^cinogenesis,  Mutagenesis.  Impairment  of  Fertility  ~ A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/V^day  (about  60  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enteiochromatfin-like 
(ECL)  cells  in  the  gas^c  oxynbc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperpiasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  significant  increases  in  hepabc  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevabons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduled  ONA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test. 

In  a two-generabon,  pennatal  and  postnatal  ferbirty  study  in  rats,  doses  of 
mzabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproducbve 
performance  of  parental  animals  or  their  progeny. 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferbiity  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  bmes  the  human  dose,  beated 
rabbits  had  aborbons,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  admimstrabon  to  pregnant  New  Zealand  White  rabbits, 
mzabdine  at  20  mg/kg  produced  cardiac  enlargement,  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 
anom^,  distended  abdomen,  spina  bifida,  hydroceph%  and  enlarged  heart  in  one 
fetus  Tnere  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdine  should  be 
used  during  pregnancy  only  If  the  potenbal  benefit  justifies  the  | 
fetus. 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  mzabdine  is  secreted  in  human  milk  in 
proporbon  to  plasma  concentratons  Caubon  should  be  exercised  when  adminis- 
tenng  mzabdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effecbveness  in  children  have  not  been  established 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


s the  potential  risk  to  the 


Adverse  Reactions;  Clinical  tnals  of  nizabdine  included  almost  5.000  patients 
given  nizabdine  in  studies  of  varying  durabons  Oomesbc  placebo-controlled  trials 
included  over  1 .900  pabents  given  mzabdine  and  over  1 ,300  given  placebo.  Among 
reported  adverse  events  in  the  domesbc  placebo-conbolled  tnals.  sweating  (1  % vs 
0 2%),urbcaria(0 5%vs  < 001%).and somnolence (2.4% vsl  3%) were signrfi- 
canby  more  common  in  the  nizabdine  group  A vanety  of  less  common  events  was 
also  reported;  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine. 

Hepabc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
(AST],  SGPT  [ALT),  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 

possibly  or  probab'  • 

elevabon  of  SGOT,  S 


possibly  or  probably  related  to  mzabdine  In  some  cases,  there  was  marked 
elevabon  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L)  and,  in  a single  instance, 
SGPT  was  greater  than  2,000  lU/L.  me  overall  rate  of  occurrences  of  elevated  liver 


enzymes  and  elevabons  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significanby  differ  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-treated 
pabents.  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  -\n  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects. 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  anbandrogenic  acbvity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomasba  occurred. 


Hematologic  - Fatal  thrombocytopenia  was  reported  in  a pabent  who  was 
with  Axid  and  another  Hrreceptor  antagonist.  On  previous  occasions,  this 
pabent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 


thrombocytopenic  purpura  have  been  reported. 

Integumental  - Sweabng  and  urbcana  were  reported  significantly  more  fre- 
quenby  In  mzabdine-  than  in  placebo-treated  patents.  Rash  and  exfoliative  dermab- 
bs  were  also  reported. 

Hypersensitivity  - As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  admimsbabon  of  nizatidine  have  been  reported.  Because  cross-sen- 
sibvity  in  this  class  of  compounds  has  been  observed,  H;-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensibvity  reacbons  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other  - Hyperuricemia  unassociateo  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  nizabdine  admimstrabon  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 

Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans.  Test  animals  that  received  large  doses  of  mzabdine  have  exhibited 
cholinergic -type  effects,  including  lacnmabon.  salivabon.  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  600  mo/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys 
were  not  lethal.  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respecbvely 

Treadnent  -To  obtain  up-to-date  informabon  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mutbple  drug  over- 
doses. interacbon  among  drugs,  and  unusual  drug  kinebcs  in  your  pabent 

If  overdosage  occurs,  use  of  acbvated  charcoal,  emesis,  or  lavage  should  be 
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four  to  SIX  hours  increased  plasma  clearance 


Convenience  Pak  is  available  at  no  extra  cost 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100)  ^ 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

M 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 
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The  health  care  leader  for  Central  Nebraska. 


hospital  you’ll 
love  to  work  with. 


city  your  family 
will  just  plain  love. 


9 JW ary  Lanning  Memorial  Hospital  is  simply  the  premiere  medical 
facility  in  greater  Nebraska. 

MwJL  Mary  Lanning  is  a modern  195-bed  health  center  serving  a 
regional  population  of  100,000.  The  hospital  boasts  a regional  cancer  center 
complete  with  linear  accelerator  and  CT-scanner  as  well  as  mobile  MRl, 
lithotripter  and  cardiac  cath  services. 

Mary  Lanning  also  has  a sleep  disorder  center,  psychiatric  unit  and  a 
variety  of  diagnostic  and  treatment  services. 

You’ll  join  a distinguished  medical  community  that  enjoys  referrals  from 
across  greater  Nebraska.  And  you'll  be  working  with  a hospital  that  is 
dedicated  to  maintaining  its  position  as  Central  Nebraska's  health  care 
leader. 


/f  you've  never  been  to  Hastings,  Nebraska  (pop.  23,000),  you're  in  for 
a very  pleasant  surprise. 

We  have  two  colleges,  a fully-accredited  natural  history  museum  and 
planetarium,  excellent  schools,  an  art  gallery,  a symphony  orchestra,  a 
community  theatre,  a gorgeous  Y.MCA,  three  golf  courses,  hunting,  fishing, 
boating  and  a host  of  other  activities. 

Your  kids  can  walk  to  school  safely.  You  can  get  to  work  in  about  five 
minutes.  You  can  enjoy  a choice  steak  dinner  for  around  ten  bucks.  You 
can  breathe  clean,  crisp  air.  And  you  can  buy  a beautiful  home  for  tens  of 
thousands  less  than  you  might  imagine. 

Is  this  your  idea  of  quality  life?  If  so,  Hastings  could  be  just  perfect  for 
you  and  your  family. 


Mary  Lanning 
Memorial  Hospital 


7 1 Norl  h Si  .Ios«>ph  .Ave 


. Hasimjis.  Nebraska  liKliiU 


Mary  Lanning  Memorial  Hospital  is  searching  for 
highly-qualified  physicians  in  the  following  areas: 


If  you  want  to  join  Central  Nebraska's  health  care  leader  in  one  of 
Nebraska's  most  livable  cities,  forward  your  curriculum  vitae  in  confidence 
to: 


Physician  Recruitment  Committee 
Mary  Lanning  Memorial  Hospital 
"IS  N.  St.  Joseph  Ave. 

Hastings,  Nebraska  68901 
402/463-4521 


• Orthopaedic  Surgery 

• Radiology 

• Neurology 


• Family  Practice 

• Psychiatry 

• Pathology 


• Internal  .Medicine 

• OB-GYN 

• .Medical  Oncologist 


Mental  Illness^  Lymphoma  and 
Scianna  Antibody 


DAVID  W.  GAUGER,  M.D. 
JAN  KEENAN,  M.T.  (ASCP) 
Des  Moines,  Iowa 


The  authors  present  a complex  case  of 
mental  illness  and  large  cell  lymphoma 
complicated  by  difficulties  finding 
compatible  blood.  The  patient  also  had 
a history  of  non-compliance  in  psycho- 
therapy. 


This  article  presents  a complex  diagnostic 
and  medical  management  problem  in 
which  a Scianna  antibody  is  felt  to  have  com- 
plicated hemotherapy.  The  discussion  rein- 
forces the  fact  people  with  lengthy  mental  ill- 
ness develop  serious  organic  disorders  that  are 
often  difficult  to  diagnosis  and  manage  due  to 
problems  inherent  in  patients  with  pre-exist- 
ing mental  illness. 

The  patient,  a 64-year-old  black  female, 
complained  of  left  upper  abdominal  sharp  pain 
of  IVi  weeks  duration.  It  worsened  with  deep 
breathing  but  did  not  radiate.  She  denied  nau- 


Dr.  Gauger  is  a pathologist  practicing  in  Des  Moines.  Jan  Keenan  is 
blood  bank  supervisor  of  Broadlawns  Medical  Center  in  Des  Moines. 


sea,  vomiting,  fever  or  chills;  but  she  did  have 
a reduced  appetite.  She  had  microcytic  anemia 
that  had  been  recently  diagnosed  and  treated 
with  iron  therapy. 

On  examination,  a 6 x 8 cm  firm  mass 
was  detected  in  the  left  upper  quadrant.  Chest 
and  abdominal  x-rays  were  negative.  The  pa- 
tient, who  had  a second  grade  education,  re- 
ported a 40-pound  weight  loss  over  the  past 
6 months  which  she  stated  was  intentional  due 
to  encouragement  by  her  physician.  Past  med- 
ical history  was  remarkable  for  exogenous 
obesity. 

She  had  a history  of  bipolar  mental  dis- 
ease with  hypomania  and  psychotic  features 
requiring  several  admissions  to  psychiatric 
units.  There  was  a history  of  hypertension. 
She  was  reportedly  treated  for  syphilis  in  1950. 
In  1971,  she  underwent  a hysterectomy,  ap- 
pendectomy and  rectocele  repair.  She  is  be- 
lieved to  have  received  blood  at  this  time.  She 
had  children  and  a history  of  medication  non- 
compliance  with  antipsychotic  therapy. 

She  was  admitted  to  the  hosptial  for  eval- 
uation. A CT  of  the  chest  showed  right  axillary 
adenopathy  and  left  pleural  effusion.  CT  of 
the  abdomen  revealed  significant  enlargement 
of  the  spleen  with  focal  areas  of  low  density 
scattered  throughout.  This  was  interpreted  as 
being  consistent  with  a malignant  lymphoma 
of  either  the  histiocytic  or  non-Hodgkin's  type. 
Periaortic  lymph  nodes  were  seen. 

While  the  patient  was  being  evaluated, 
there  was  evidence  of  GI  bleeding  and  the 
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hemoglobin  was  in  the  6 gram  range.  GI  bleed- 
ing studies  showed  findings  consistent  with 
active  or  intermittent  acute  bleeding  process 
involving  the  upper  stomach  or  possibly  distal 
esophagus.  It  was  decided  to  give  the  patient 
blood  transfusions.  There  appeared  to  be  an 
antibody  present  that  represented  an  antibody 
to  an  antigen  of  high  incidence  related  to  the 


'Neither  transfusion  reactions  or 
hemolytic  disease  of  the  newborn 
have  been  associated  with  the 
scianna  system.' 


Scianna  system  in  a patient  with  depressed 
Scianna  antigens.  Five  “least  incompatible” 
units  were  given  over  3 days.  The  patient  ap- 
peared to  tolerate  these  transfusions  well. 

The  patient  then  had  further  diagnostic 
workup.  A bone  marrow  and  right  axillary 
node  examination  were  both  normal.  A biopsy 
of  the  lesser  curvature  of  the  stomach  was  in- 
terpreted as  representing  a large  cell  lym- 
phoma. A wedge  biopsy  of  the  liver  was  in- 
terpreted as  representing  a large  cell 
lymphoma.  In  addition,  her  gallbladder  was 
removed  due  to  cholelithiasis.  She  tolerated 
the  surgical  procedure  well. 

No  blood  was  given  during  the  time  of 
the  operation  or  post-operatively.  After  recov- 
ery, she  was  placed  on  chemotherapy  for  the 
lymphoma.  To  date,  she  is  alive  and  doing 
well  approximately  one  year  after  surgery.  The 
total  length  of  hospitalization  for  diagnostic 
workup  and  surgery  was  about  6 weeks. 

The  blood  banking  antibody  is  felt  to  rep- 
resent an  antibody  from  the  Scianna  blood 
group  system.  The  Scianna  system  evolved  in 
1974  from  serological  and  genetic  work  done 
by  Lewis  et  al  at  the  RH  laboratory  in  Win- 
nipeg. Encompassed  in  the  Scianna  system  is 
the  Sm  system  reported  by  Schmidt  in  1962 
and  the  Bu®  system  reported  by  Anderson  in 
1963.  Scianna  is  a family  name.  It  appears  the 
Scianna  group,  like  several  other  blood  group 
systems,  can  transiently  lose  antigen  activity 
and  antibody  production  can  occur  during  this 
time.  Neither  transfusion  reactions  or  hemo- 
lytic disease  of  the  newborn  have  been  asso- 
ciated with  the  Scianna  system. 


Conclusion 

The  blood  banking  problems  provided  an 
opportunity  to  become  familiar  with  the 
Scianna  blood  group  system.  Due  to  the  dif- 
ficulty in  finding  compatible  blood,  the  patient 
underwent  surgery,  post-operative  recovery 
and  lymphoma  chemotherapy  without  further 
blood  transfusions.  In  conclusion,  it  should  be 
remembered  antibodies  can  spontaneously 
develop  during  the  course  of  lymphoprolifer- 
ative  diseases.  These  antibodies  have  usually 
been  reported  to  be  IgM  antibodies  usually 
reactive  to  the  I antigen. 
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Marion  E.  Alberts,  M.D. 


The  Editor  Comments 


Success 


Success,  remember,  is  the  reward  of  toil. 

— Sophocles  (495-406  BC)  Electra  1:945. 

Avery  delightful  essay  on  the  price  of 
success  appears  in  the  May  25,  1989  is- 
sue of  The  New  England  Journal  of  Medicine.* 
Sir  William  Osier  left  Johns  Hopkins  Univer- 
sity in  1905  at  age  55  to  become  the  requis 
professor  of  medicine  at  Oxford.  His  remain- 
ing 14  years  of  life  became  a "more  suitable 
lifestyle  in  a position  that  brought  him  con- 
tinued fame,  but  at  less  cost." 

Osier,  the  teacher,  the  consummate  stu- 
dent, researcher,  consultant,  writer,  biblio- 
phile and  executive,  had  reached  a point  in 
his  active  life  that  he  feared  a "breakdown." 
His  workload,  as  we  would  call  it  today, 
was  enormous.  His  fame  had  become  world- 
wide as  his  accomplishments  became  more 
and  more  outstanding.  The  decision  to  leave 
Johns  Hopkins  would  afford  him  a respite 
from  his  duties  to  a more  leisurely,  albeit  a 
still  productive  life,  at  Oxford  University. 

Osier  personified  a quotation  I once 
read  that  "stature  comes  not  with  height  but 
with  depth."  His  diversity  of  medical  activi- 
ties attest  to  the  depth  of  Osier's  impact 
upon  medicine.  That  impact  will  last  for  dec- 
ades. By  such  depth,  the  stature  of  the  man 
became  imminent.  Yet,  such  attributes  of 
great  works  need  not  be  the  history  of  one 
man.  Each  decade  produces  numerous  phy- 
sicians of  noteworthy  abilities  but  by  reason 
of  time  and  place  their  successes  are  not 


* Fye,  WB:  William  Osier" s departure  from  North  America:  The 
price  of  success.  N Engl  ] Med,  1989;320:1425-30. 


known  to  the  extent  as  those  of  Osier.  Yet 
success  need  not  be  measured  by  worldwide 
acclaim,  for  often  the  measure  of  success  is 
quiet  day-by-day  accomplishments.  The  de- 
voted practitioner  in  a small  town  is  as 
much  a success  but  without  the  fanfare. 

In  recent  years  there  have  been  more 
professionals  who  are  able  to  "retire"  at  the 
age  of  50-55  years  and  then  enter  into  a dif- 
ferent mode  of  life.  In  a manner  of  speaking. 
Osier  at  age  55  was  ahead  of  his  time.  He 
entered  a new  way  of  life  to  escape  the  pen- 
alties brought  on  by  enormous  success.  The 
decrease  in  the  demands  of  practicing,  con- 
sulting and  teaching  provided  more  time  for 
his  historical  and  literary  pursuits.  The  pace 
was  less  hectic.  His  emotional  and  physical 
health  gained  a reprieve  and  for  that  we  are 
all  the  more  recipients  of  his  wisdom.  The 
price  of  his  success  was  not  that  severe,  for 
Johns  Hopkins'  loss  of  a reknown  professor 
of  medicine  was  a gain  for  Oxford,  and  the 
world  of  medicine  lost  nary  a bit. 

The  experience  of  Osier  can  be  an  exam- 
ple for  all  in  our  busy  professional  lives. 
Success  is  measured  in  accomplishments. 
When  a peak  is  reached  bask  not  in  glory 
and  self-exhaltation.  Seek  a new  goal,  a new 
peak  to  reach  but  perhaps  with  less  expendi- 
ture of  physically  and  mentally  exhausting 
efforts.  Life  then  becomes  a continuum  of 
worth,  not  a disaster  of  unworthy  existence. 
Seek  continuing  success  in  a measure  that  is 
equal  to  abilities  once  attained.  Then,  the 
shadows  of  declining  years  will  not  be 
threatening  to  a sense  of  emotional  and 
physical  well-being.  — M.E.A. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines /Sioux  City 


Practice  Management 


Patient  Satisfaction: 
What's  the  Diagnosis? 


Many  factors  determine  the  degree  to 
which  your  patients  are  satisfied  with 
your  care  and  service.  Given  the  competitive 
nature  of  today's  health  care  environment, 
simply  delivering  quality  care  and  treatment 
may  not  be  enough  to  satisfy  patients. 

Your  patients  are  consumers  who  have 
basic  expectations.  How  do  you  know  if  you 
are  meeting  their  expectations?  One  method 
of  gauging  patient  satisfaction  is  to  conduct  a 
patient  survey. 

By  randomly  selecting  patients  and  asking 
them  to  provide  feedback  about  the  care  they 
received,  the  friendliness,  politeness,  effi- 
ciency and  compassion  of  support  staff,  your 
facility,  cost  of  services,  billing,  appointment 
scheduling,  waiting  time  and  other  service  at- 
tributes, you  can  identify  areas  where  your 
service  is  strong  and  areas  which  need  atten- 
tion. Gathering  this  information  is  relatively 
inexpensive  yet  it  provides  extremely  valuable 
feedback  to  be  used  in  defining  the  level  of 
service  demanded  by  your  patients. 

Allowing  patients  to  assist  in  determining 
the  level  of  service  you  and  your  staff  deliver 
generally  assures  you  are  meeting  the  expec- 
tations of  the  patient.  Without  this  information 
it  is  difficult  to  assess  potential  problems.  Un- 
known problems  could  be  leading  your  pa- 
tients to  another  health  care  provider. 

To  conduct  a patient  satisfaction  study, 
you  will  need  to  develop  a questioimaire  which 
addresses  the  important  aspects  of  your  serv- 
ice. It  should  include  both  questions  with  mul- 
tiple choice  responses  and  open-ended  ques- 
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tions  which  allow  patients  to  more  fully  express 
their  views.  The  questionnaire  should  be  kept 
to  2 pages  or  less. 

Randomly  select  patients  who  will  receive 
the  questionnaire.  Not  all  who  receive  the 
questionnaire  will  return  it;  expect  only  about 
a 20%  return.  Depending  on  the  size  of  your 
patient  base,  select  enough  patients  to  provide 
between  40  and  150  completed  questionnaires. 
These  numbers  will  provide  a solid  base  of 
data  with  which  to  work.  Based  on  a 20%  re- 
turn rate,  you  will  need  to  mail  out  between 
200  and  750  questionnaires.  If  your  patient  base 
is  relatively  small,  mail  a questionnaire  to  all 
patients. 

The  questionnaires  should  be  mailed  with 
a postage  paid  reply  envelope  and  a cover  let- 
ter explaining  the  purpose  of  the  survey  and 
the  confidentiality  of  patients'  responses.  Ex- 
pect completed  questionnaires  to  begin  com- 
ing back  in  2 to  3 days  and  the  bulk  to  be 
returned  within  10  days. 

When  compiling  the  results  of  your  sur- 
vey, try  to  express  all  multiple  choice  re- 
sponses in  percentage  terms.  In  other  words, 
for  each  question,  calculate  the  percentage  that 
each  response  category  represents  of  the  total 
responses.  Expressing  results  in  percentage 
terms  will  make  interpretation  easier. 

Interpreting  the  results  of  your  survey  will 
require  a critical  look  at  the  service  you  pro- 
vide. You  are  in  a service  business.  If  the  re- 
sults don't  indicate  you  are  providing  service 
which  is  excellent  or  outstanding,  there  is  work 
to  be  done.  The  important  thing  to  keep  in 
mind  is  your  patients  expect  nothing  less  than 
excellence.  Use  the  results  of  the  surv^ey  to 
correct  any  service  deficiency  and  you  will  go 
a long  way  toward  satisfying  your  patients. 
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Iowa  Department  of  Public  Health 


1989  Legislative  Summary 


PUBLIC  HEALTH  ISSUES  are  on  the  forefront  of 
legislative  debate.  This  year,  Iowa  Gover- 
nor Terry  Branstad  approved  a wide  range  of 
health-related  legislation  including  updates  to 
AIDS  laws,  controlled  substances,  emergency 
medical  services,  health  professionals  and  in- 
surance coverage.  Also,  regulations  governing 
radon  abatement,  swimming  pools  and  water 
treatment  systems  were  enacted. 

Many  health-related  proposals  remain 
under  consideration  for  the  second  session  of 
the  73rd  General  Assembly  in  January  1990. 
Among  issues  to  be  addressed  are  updating 
Iowa's  Certificate  of  Need  program,  surveil- 
lance of  traumatic  injuries  and  a proposed 
health  profession  review  commission. 

Following  are  health-related  bills  passed 
during  the  1989  session  and  approved  by  the 
governor.  A "SF"  or  "HF"  prefix  to  the  bill 
number  denotes  Senate  File  or  House  File,  in- 
dicating the  chamber  in  which  the  bill  origi- 
nated. 

Health-Related  Bills  Passed 

SF14  — License  requirements  for  mani- 
curists and  for  electrolysis.  Bonding  require- 
ments for  barber  and  cosmetology  schools. 

SF89  — Eliminates  requiring  the  Iowa  De- 
partment of  Public  Health  to  keep  lists  of  ac- 
credited colleges  that  teach  professions  regu- 
lated by  Chapter  147.  Eliminates  Board  of 
Health  approval  of  Barber/Cosmetology  rules. 

SF90  — Excludes  students  of  dental  hy- 
giene from  Code  provisions  governing  the 
practice  of  dentistry. 

SF96  — Removes  sunset  clause  for  the 
Health  Data  Commission,  prohibits  requiring 


This  information  on  public  health  matters  is  furnished  and  spon- 
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hospitals  with  fewer  than  100  beds  to  install 
severity  of  illness  systems;  adds  Code  lan- 
guage regarding  contracting  for  services. 

SF112  — Code  Editor's  (non-substantive). 
Non-substantive  changes  to  Code  of  Iowa  in- 
cluding chapters  135,  136  and  147. 

SF122  — Requires  permit  for  the  tattoo 
practitioners.  Authorizes  Iowa  Department  of 
Public  Health  to  adopt  rules  and  administer 
section.  Prohibits  giving  tattoos  to  anyone  un- 
der age  18. 

SF141  — Code  Editor's  (substantive). 
Specifies  "HIV-related"  test  regarding  AIDS 
testing  protocol  (Ch.  141.22). 

SF363  — Supplemental  appropriations. 
Adds  $26K  to  FY89  funds  covering  medical 
exams  resulting  from  sexual  abuse  and  for  pre- 
venting sexually  transmitted  disease. 

SF395  — Adds  certain  substances  to 
schedule  I,  schedule  IV,  and  schedule  V con- 
trolled substances. 

SF410  — Permits  Human  Immunodefi- 
ciency Virus  (HIV)  Epidemiological  Blinded 
Study. 

SF490  — Provides  for  third-party  evalu- 
ation of  test  data  on  water  treatment  systems. 

SF512  — Establish  the  Iowa  Emergency 
Response  Commission.  The  Commission  will 
establish  local  emergency  planning  commit- 
tees and  appoint  its  members.  The  Commis- 
sion will  perform  all  other  functions  and  duties 
specified  in  the  Federal  Emergency  Planning 
and  Community  Right-to-Know  Act. 

SF521  — Federal  Block  Grants.  Appro- 
priates $13.4  million  in  federal  funds  for  al- 
cohol, drug  abuse  and  mental  health  services; 
maternal  and  child  health  services;  preventive 
health  and  health  services;  and  Drug  Control 
and  System  Improvement  Grant  Program. 

(Continued  page  348) 
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MOST  OF  THE  PEOPLE  IN  THIS 
BUILDING  SAVE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 

IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non -physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  affects  our 
patients  and  our  profession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 


1001  Grand  Avenue  / West  Des  Moines.  Iowa  / Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  (jrand  Avenue,  West  Des  Moines,  lA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
_contributjons_^hould_be  written  on  q personal  check. 


SF522  — Expands  the  Radon  Program  to 
include  credentialing  of  persons  abating  the 
level  of  radon  in  buildings. 

SF538  — Omnibus  Health  Bill:  Incorpo- 
rates several  health  initiatives  including  ex- 
panding maternal  and  child  health  services 
(along  with  technical  changes  in  program 
administration);  increases  Medicaid  eligibil- 
ity; establishes  an  office  of  rural  health;  ex- 
pands public  health  nursing  and  homemaker 
health  aide  programs;  provides  funding  for 
child  health  care;  and  requires  various 
studies. 

SF540  — Relates  to  Human  Services  stat- 
utes regarding  commitment  of  juveniles:  the 
juvenile  court  has  exclusive  jurisdiction  for 
substance  abuse  commitment  proceedings  for 
minors. 

HF199  — Mandates  health  insurance  cov- 
erage for  mammography  examinations  after 
July  1,  1989. 

HF343  — Rewrites  the  Iowa  Drug,  Device 
and  Cosmetic  Act.  Major  provisions  allow  for 
conforming  with  federal  act. 

HF344  — Reorganization  clean-up.  Al- 
lows Iowa  Department  of  Public  Health  to  re- 
quire substance  abuse  treatment  programs  in 
hospitals  to  be  either  licensed  or  accredited. 
Allows  for  a fee  to  cover  costs  of  licensing  pri- 
vate substance  abuse  programs. 

HF371  — Emergency  medical  services:  Al- 
lows First  Responders  to  use  automatic  defi- 
brillators, updates  terminology  and  requires 
emergency  care  providers  to  report  suspected 
dependent  adult  and  child  abuse. 

HF373  — Authorizes  Iowa  Department  of 
Public  Health  to  establish  safety  and  sanitation 
standards  for  swimming  pools  and  spas  in- 
cluding operator  requirements. 

HF430  — Authorizes  the  appointment  or 
designation  of  a city  health  officer. 

HF585  — Relates  to  guardians  and  con- 
servators. Provisions  include  formation  of  state 
and  local  emergency  medical  boards. 

HF641  AIDS  — Provides  for  notifying  a 
third  party  by  physicians  whose  patients  have 
tested  HIV  positive.  Calls  for  a model  pam- 
phlet by  Iowa  Department  of  Public  Health  on 
testing  provisions.  Allows  for  testing  of  emer- 
gency responders  in  case  of  exposure. 

HF644  COLLEGE  AID  COMMISSION  — 
Adds  nurses  and  physicians  to  those  eligible 
for  reimbursement  payments  under  the  guar- 
anteed loan  payment  program.  Modifies  pro- 


visions for  occupational  therapists  under  the 
same  program. 

HF717  — Residency  requirement  for  po- 
diatrists. 

HF722  — Relating  to  infectious  waste 
management.  Requires  the  Department  of 
Natural  Resources  in  cooperation  with  Iowa 
Department  of  Public  Health  to  institute  an 
infectious  waste  management  program  by 
making  recommendations. 

HF729  — Relates  to  insurance  coverage 
for  health  services  provided  by  certain  regis- 
tered nurses  and  providing  for  direct  pay- 
ment. Other  provisions  relating  to  preferred 
providers  and  providing  for  data  collection  and 
utilization  review. 

HF735  — Relates  to  Enhanced  911  Emer- 
gency Telephone  Communications  Systems. 
Provides  for  local  referendums  before  impos- 
ing a surcharge  to  pay  for  911  service. 

HF774  — Appropriations  to  educational 
and  cultural  programs.  Appropriates  funds  to 
the  nursing  home  program.  Also,  funds  to  the 
University  of  Osteopathic  Medicine  and  Health 
Services  and  grants  for  its  students. 

HF775  — Appropriations  to  the  Iowa  De- 
partment of  Public  Health,  Civil  Rights,  Elder 
Affairs  and  the  Blind.  Approximately  30.5  mil- 
lion state  dollars  are  designated  for  Public 
Health. 

HF779  — Appropriations  to  regulatory 
bodies  of  state  government:  the  state  auditor 
will  be  reimbursed  for  examinations.  Revises 
provisions  dealing  with  long-term  care  insur- 
ance coverage. 

HF780  — Drug  control  bill:  Establishes  a 
drug  enforcement  and  abuse  prevention  co- 
ordinator; several  advisory  councils;  transfers 
the  Governor's  Alliance  on  Substance  Abuse 
from  Iowa  Department  of  Public  Health  to  the 
new  coordinator;  appropriates  funds  for  en- 
forcement and  for  treatment  in  corrections;  in- 
creases penalties  for  drug  trafficking;  provides 
for  wire  tapping  parameters. 

HF785  — Making  appropriations  from  the 
Iowa  Plan  Fund  (Lottery  Bill).  Provisions  in- 
cluded rural  development  funding;  a $250,000 
research  grant  through  Iowa  Department  of 
Public  Health  to  study  heart  pumps;  and  $1.5 
million  to  the  Office  of  State  Treasurer  for 
emergency  medical  services  equipment. 

To  obtain  copies  of  these  bills,  contact  the 
Legislature's  public  information  office  at  515/ 
281-5129. 
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For  the  last  word 
in  relief  from  acute  pain 
without  surgery. 

Pain  relief  can  be  provided  for 
your  patients  who  suffer  from  low 
back,  myofascial,  headache,  can- 
cer pain,  and  post-traumatic  and 
post-operative  pain  syndromes 
without  surgery. 

Experienced,  expert  anesthe- 
siologists at  the  Mercy  Nerve 
Block  Center  can  help  patients 
alleviate  pain  using  neural  block- 
ade and  other  pain  management 
methods.  Treatment  methods 
may  include  a variety  of  special- 
ized procedures,  medications, 
injections  and  transcutaneous 
nerve  stimulation  (TNS). 

To  help  your  patients  overcome 
the  debilitating  and  demoralizing 
effects  of  longer  term  recurring 
pain,  refer  them  to  the  Mercy 
Nerve  Block  Center  — an  out- 
patient unit  now  located  on  the 
second  floor  of  Mercy  Medical 
Plaza  East. 

Eor  information,  or  to  arrange 
an  appointment,  call  (515)  247- 
8650  today. 

And  offer  your  patients  relief 
from  pain  without  surgery. 
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About  Iowa  Physicians 


Dr.  Randy  Asman  has  joined  Drs.  Robert 
Hranac  and  Douglas  Stangl  at  Estherville 
Medical  Clinic.  Dr.  Asman  received  the  M.D. 
degree  from  the  University  of  Minnesota  Med- 
ical School,  Minneapolis,  Minnesota  and 
served  his  residency  in  Sioux  City.  Prior  to 
locating  in  Estherville,  Dr.  Asman  practiced  in 
Melrose,  Minnesota  for  3 years.  Dr.  Robert 
Melgaard,  Dubuque  pediatrician,  has  re- 
signed as  president  and  chief  executive  officer 
of  Medical  Associates  Clinic  P.C.  in  Dubuque 
after  nearly  12  years  in  that  position.  Dr.  Ross 
Madden  will  serve  as  interim  president.  Dr. 
Ronald  Abbott  has  joined  Drs.  Kenneth  Zi- 
chal  and  David  Cranston  on  the  staff  of  El- 
kader  Medical  Associates.  Dr.  Abbott  has  spent 
the  last  12  years  in  emergency  room  medicine 
at  St.  Francis  Hospital  in  Waterloo.  Dr.  Charles 


Wirtz  has  joined  the  Monroe  Clinic  in  Monroe, 
Wisconsin.  Dr.  Wirtz  had  practiced  in  Hum- 
boldt since  1987.  Dr.  David  Kapaska  has  joined 
Medical  Associates  of  Sac  City.  Dr.  Kapaska 
received  the  D.O.  degree  from  the  University 
of  Osteopathic  Medicine  and  Health  Sciences, 
Des  Moines  and  completed  his  family  practice 
residency  at  Iowa  Lutheran  Hospital,  also  in 
Des  Moines.  Dr.  Kenneth  McMains  has  been 
named  medical  director  of  Occupational  Health 
Services  at  Allen  Memorial  Hospital  in  Water- 
loo. Dr.  McMains  had  practiced  at  the  Main 
Street  Family  Practice  Clinic  in  Denver  for  the 
last  8 years  and  also  saw  patients  at  the  Family 
Practice  clinics  in  Tripoli  and  Readlyn.  Dr. 
Steven  Humphrey  has  joined  the  staff  at  the 
Mercy  Clinic  in  Valley  West  Mall,  West  Des 
Moines.  Dr.  Humphrey  previously  practiced 
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at  Perry  Medical  Center.  Dr.  Robert  Hill,  also 
formerly  of  Perry  Medical  Center,  has  begun 
medical  practice  in  the  state  of  Maine. 


Deaths 


Dr.  E.  Dean  Thompson,  77,  Jefferson,  died 
April  20.  Dr.  Thompson  received  the  M.D.  de- 
gree from  St.  Louis  University  School  of  Med- 
icine, St.  Louis,  Missouri,  and  completed  a 
surgical  residency  in  St.  Louis.  He  began  prac- 
tice in  Jefferson  in  1945,  retiring  from  active 
practice  in  1983.  Dr.  Thompson  was  a life 
member  of  the  Iowa  Medical  Society. 

Dr.  Arthur  Shafer,  71,  Scottsdale,  Arizona, 
died  March  2 at  Scottsdale  Memorial  Hospital 
North.  Dr.  Shafer  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and  served 
his  internship  at  Grant  Hospital,  Chicago,  Il- 
linois. He  retired  in  1974  after  14  years  as  med- 
ical director  at  Davenport  Alcoa  Works.  Prior 
to  that.  Dr.  Shafer  was  in  private  practice  in 
Davenport. 
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AMI  Saint  Joseph  Hospital 
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3 Credit  Hours  Category  1 AMA 

For  information  contact: 

Continuing  Medical  Education  Division 
Creighton  University  School  of  Medicine 
24th  at  Burt  Street 
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(800)  548-2633  or  (402)  280-1830 


Manuscript  Information 
for  Authors 

Papers  submitted  must  be  double  spaced; 
triple  spaced  between  paragraphs  on  8^2  x 11 
pages.  A title  page  and  a short  abstract  sum- 
marizing the  article  should  be  included.  Due 
to  space  constraints,  brief  papers  (ideal  length 
is  5 double  spaced  typewritten  pages)  have  a 
better  chance  of  timely  publication.  If  possible, 
2 copies  should  be  submitted. 

All  persons  designated  as  authors  of  a 
particular  article  should  have  participated  suf- 
ficiently in  the  work  to  take  public  responsi- 
bility for  the  concept. 

The  paper  will  be  reviewed  by  the  pub- 
lications committee  and  a follow-up  letter  will 
be  sent  to  the  author,  either  accepting  or  re- 
jecting the  article. 

All  material  is  subject  to  editing  by  the 
staff  copy  editor  to  assure  clarity  and  good 
grammar  and  to  conform  to  iowa  medicine  style 
and  format.  The  author  will  receive  galley  proof 
of  the  paper  prior  to  publication  to  check  for 
inaccuracies,  but  no  rewriting  may  be  done 
after  the  manuscript  is  set  in  galleys. 

Please  follow  the  reference  list  style  as 
published  in  current  issues  of  iowa  medicine. 
If  the  reference  list  contains  more  than  10  ref- 
erences, it  will  not  be  published  with  the  paper 
but  retained  at  iowa  medicine  and  copied  upon 
request. 

Tables  should  be  numbered  and  typed  on 
a separate  sheet.  They  should  supplement,  not 
duplicate,  the  text.  Considering  the  produc- 
tion cost  of  tables  and  photos,  only  a limited 
number  can  be  accepted  with  each  article. 

Photos  should  be  black  and  white  glossy 
prints.  Some  color  photos  are  acceptable  if  the 
contrast  is  good. 

Line  drawings  are  acceptable  if  they  are 
dark  and  can  be  reduced  to  ht  in  one  column. 

IOWA  MEDICINE  accepts  only  material  which 
has  not  been  submitted  or  published  else- 
where. When  a paper  is  accepted  for  publi- 
cation, the  editors  reserve  the  right  to  publish 
it  when  appropriate  or  when  space  is  avail- 
able. Papers  submitted  by  IMS  physician 
members  are  given  first  priority. 

Papers  should  be  submitted  to: 

IOWA  MEDICINE 

1001  Grand  Avenue 

West  Des  Moines,  Iowa  50265 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OE  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


TIRED  OF  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialfy 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  family  practice,  invasive  car- 
diology, oncology,  urology,  ophthalmology,  occupational/emergency 
medicine,  pulmonology,  general  vacular  surgery  and  general  internal 
medicine.  The  Mankato  Clinic  is  a 40-doctor  multi-specialty  group  prac- 
tice in  south  central  Minnesota  with  a trade  area  population  of  150,000. 
Guaranteed  salary  first  year,  incentive  thereafter  with  full  range  of 
benefits  and  liberal  time  off.  For  more  information,  call  Roger  Green- 
wald.  Administrator  or  Dr.  B.C.  McGregor  at  507/625-1811  or  write  501 
Holly  Lane,  Mankato,  Minnesota  56001. 


GENERAL  SURGEON  — Certified  American  Board  surgery  desirous 
of  purchasing  surgical  practice  or  surgicenter  in  central  or  southern 
Iowa.  Reply  to  IOWA  MEDICINE,  Box  1586, 1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — Eighty  physician  mul- 
tispecialty clinic  in  central  Iowa  is  seeking  a Board  Certified  family 
practice  physician  with  an  interest  in  branch  office  practice  setting. 
Excellent  compensation  package  and  fringe  benefit  program.  For  further 
information,  contact  Dale  P.  Anderson,  M.D.,  Medical  Director  or  Chuck 
Elder,  Administrator,  McFarland  Clinic,  P.C.,  1215  Duff,  Ames,  Iowa 
50010  or  call  515/239-4400. 


INTERNIST,  PELLA,  IOWA  — Pella  Medical  Center  is  seeking  a res- 
idency trained  BC/BE  physician  to  join  its  group  of  5 family  physicians, 
one  internist  and  one  surgeon.  Practice  covers  a broad  base  of  primary 
care  with  most  surgical  and  medical  sub-specialties  available  for  referral 
and  consultation.  Pella  is  40  miles  SE  of  Des  Moines  and  has  an  excellent 
47-bed  hospital  and  long-term  care  facilities.  Guarantee  first  year  salary, 
plus  option  for  production-based  formula  and  full  benefits,  complete 
an  outstanding  compensation  package.  The  ideal  candidate  will  have 
very  good  communication  and  medical  skills,  a sense  of  community 
and  civic  responsibility  and  share  interests  and  values  common  with 
this  charming  Dutch  community.  Contact  Mary  Jo  Cordes,  MDsearch, 
P.O.  Box  16458,  St.  Paul,  Minnesota  55116,  612/454-7291  for  additional 
information  and  confidential  consideration. 


SURGEON  OPPORTUNITY  — Immediate  opening  for  general  surgeon 
in  rural  Nebraska.  Board  Certified  or  Board  Eligible.  Must  be  licensed 
in  Nebraska.  Excellent  benefits.  Contact  Wallace  & Panzer,  M.D.,  P.C., 
807  North  Ash,  Gordon,  Nebraska  69343. 


GENERAL  PRACTITIONER,  IOWA  CITY  — Excellent  opportunity  for 
a general  practitioner  who  would  like  to  locate  in  the  Iowa  City  area. 
Provide  support  to  6 orthopedic  surgeons  seeing  back  cases  in  clinic  3- 
5 days/week.  No  weekends.  No  call.  Send  curriculum  vitae  to  Maggie 
Elliott,  Steindler  Clinic,  2403  Towncrest  Drive,  Iowa  City,  Iowa  52240, 
319/338-3606. 


DIABETOLOGIST  — Internist  or  general  practitioner  interested  in  di- 
abetes practice.  Rapidly  growing  practice,  night  and  weekend  call  much 
lighter  than  internal  medicine  or  general  practice  call.  If  interested 
contact  E.  J.  Hertko,  M.D.,  1215  Prospect  Road,  West  Des  Moines,  Iowa 
50265. 


GENERAL  INTERNIST  — BE/BC  internist  with  or  without  subspecialty 
to  join  busy  6 person  established  IM  group.  Regional  referral  center  in 
SE  Iowa  with  large  inpatient  and  outpatient  practice.  Excellent  salary 
and  benefits.  Contact  P.  W.  Scott,  M.D.,  515/682-4594. 


EMERGENCY  PHYSICIAN  — Needed  in  Des  Moines,  Iowa,  BE/BP  in 
EM  or  primary  care  specialty,  ACLS/ATLS,  compensation  negotiable 
based  on  training  and  experience.  Send  CV  to  L.  J.  Baker,  D.O.,  Medical 
Director,  8049  Cobblestone,  Urbandale,  Iowa  50322. 


GENERAL  SURGEON  — Board  certified,  uninsured,  looking  for  com- 
munity where  medical  malpractice  insurance  is  not  required  for  hospital 
staff  membership.  Call  515/279-1094. 


PHYSICIANS  REPORT  TO  FREMONT  COUNTY,  IOWA  STAT!  — 
Unlimited  opportunities  for  an  exciting  physician  practice.  Join  Medical 
Clinic,  P.C.  along  with  3 family  practitioners.  Enjoy  quiet  country  life- 
style and  low  cost  of  living  combined  with  easy  access  to  metropolitan 
areas;  Omaha  — 1 hour,  Kansas  City  — 2 hours,  Des  Moines  — 3 hours. 
Various  outdoor  sports  including  fishing  and  hunting  (deer  and  wild 
turkey  our  specialty).  Contact  Myron  Mortier  at  712/382-1515. 


FOR  SALE  — Technicolor  Showmate,  8mm  portable  viewing  system 
(milnar-fenwick)  with  8 movies;  Quinton  multipurpose  gastrointestinal 
suction  biopsy  instrument;  Procto  table  and  Medi  pump;  3 Diagnostic 
centers  (Welch  Allyn  Otoscope,  Ophthalmoscope);  Sanyo  Memo  scri- 
ber;  Cardiomite  Beck  Lee  EKG  machine;  Burdick  EK/5  A with  stand; 
Devilbis  G5  ultrasonic  nebulizer  respirometer;  3 Tyco  Baurmometer 
mercurial  sphygomanometer;  Adams  physician  compact  centrifuge; 
Digital  VT  220  computer  with  keyboard;  Wyse  computer  with  keyboard 
terminal.  Call  Roni  at  319/753-6767. 


FAMILY  PRACTICE/INTERNAL  MEDICINE/OB-GYN  — Attractive 
opportunities  (many  on  lakes)  for  BE/BC  physicians  in  Michigan,  Wis- 
consin and  Indiana.  Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions.  Strelcheck  and  Associates,  Inc.,  12724 
N.  Maplecrest  Lane,  Mequon,  Wisconsin  53092;  800/243-4353  or  414/243- 
9500  (Wisconsin)  collect. 
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GENERAL  INTERNIST  — Marshfield  Clinic,  a multispecialty  group 
practice  with  over  300  physicians,  is  seeking  BE/BC  general  internist  to 
join  expanding  regional  centers.  Practice  opportunities  range  in  size 
from  multispecialty  groups  of  11  to  25.  Positions  available  in  3 locations. 
One  in  northwestern  Wisconsin,  90  miles  from  Minneapolis;  one  in 
northcentral  Wisconsin  in  close  proximity  to  the  U.  P.  of  Michigan  and 
Lake  Superior  and  one  in  central  Wisconsin  within  35  miles  of  Marsh- 
field. Full  specialty  consultation  readily  available.  Positions  offer  strong 
economic  stability  combined  with  exceptional  recreational,  cultural  and 
educational  opportunities.  Starting  salary  up  to  $89,400  with  salary  in 
2 years  up  to  $113,100.  Fringe  benefit  package  is  outstanding.  Send  CV 
and  references  to  David  L.  Draves,  Director,  Regional  Development, 
1000  North  Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  collect 
715/387-5376. 


FAMILY  PRACTICE  — Marshfield  Clinic,  a multispecialty  group  prac- 
tice with  over  300  physicians,  is  seeking  BE/BC  family  practitioners  to 
join  expanding  regional  centers.  Practice  opportunities  range  in  size 
from  single  specialty  groups  of  3 to  multispecialty  groups  of  25.  Posi- 
tions available  in  6 locations.  Two  in  northwestern  Wisconsin  within 
70  and  90  miles  from  Minneapolis;  2 in  northcentral  Wisconsin  within 
80  and  90  miles  of  Lake  Superior  and  2 in  central  Wisconsin  within  25 
and  35  miles  of  Marshfield.  Full  specialty  consultation  readily  available. 
Positions  offer  strong  economic  stability  combined  with  exceptional 
recreational,  cultural  and  educational  opportunities.  Starting  salary  up 
to  $89,400  with  salary  in  2 years  up  to  $113,100.  Fringe  benefit  package 
is  outstanding.  Send  CV  and  references  to  David  L.  Draves,  Director, 
Regional  Development,  1000  North  Oak  Avenue,  Marshfield,  Wiscon- 
sin 54449  or  call  collect  715/387-5376. 


ORTHOPEDIC  SURGEONS,  WISCONSIN  — Marshfield  Clinic,  a 
multispecialty  group  practice  with  over  300  physicians,  is  seeking  BE/ 
BC  orthopedic  surgeons  to  join  expanding  regional  centers.  Positions 
available  in  2 locations.  One  in  northwestern  Wisconsin  within  90  miles 
of  Minneapolis  and  one,  a group  practice  of  25  physicians,  in  north- 
central  Wisconsin  approximately  IVi  hours  from  Lake  Superior.  Com- 
munities offer  exceptional  recreational,  cultural  and  educational  op- 
portunities. Compensation  package  with  starting  salary  up  to  $149,100 
combined  with  outstanding  fringe  benefit  package  totals  in  excess  of 
$200,000.  There  is  no  buy-in  or  start-up  expense.  Send  CV  and  refer- 
ences to  David  L.  Draves,  Director,  Regional  Development,  1000  North 
Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  collect  715/387-5376. 


PRACTICE  OPPORTUNITY  — Neurologist,  orthopaedist,  neurosur- 
geon, anesthesiologist  or  general  practitioner  interested  in  treating  pain, 
needed  as  associate  in  well-established  Midwest  Neurosurgical  Practice/ 
Pain  Center  treating  acute  and  chronic  headache  and  pain.  An  oppor- 
tunity to  buy  practice;  drawing  area  of  300,000.  8,000  sq.  ft.  new  clinic 
building  just  across  from  Marian  Health  Center.  If  interested  please 
call  1-800/383-PAIN  or  712/252-4386  or  send  resume  to  Headache  and 
Pain  Control  Center,  P.C.,  700  Jennings  Street,  Sioux  City,  Iowa  51105. 


McCRARY-ROST  CLINIC,  P.C.  — Seeking  a family  physician  to  prac- 
tice with  David  R.  Archer,  M.D.  in  the  Gowrie,  Iowa  office.  The  group 
includes  9 family  physicians,  1 general  internist,  2 general  surgeons 
with  an  environment  to  practice  quality  medicine,  balanced  with  a high 
quality  of  life.  New  building,  call  every  tenth  night  with  adequate  time 
off  for  family  and  other  interests.  For  more  information  contact  David 
R.  Archer,  M.D.  at  515/352-3891  or  Ed  Maahs,  Administrator  at  800/262- 
6230. 


FAMILY  PHYSICIAN  NEEDED  — Academic  department  of  family 
practice  is  recruiting  Board  Certified  family  physicians  to  join  the  full- 
time faculty  of  its  well-established  24-resident  program.  Responsibil- 
ities include  teaching,  research  and  patient  care.  Residency  training  and 
previous  experience  in  these  areas  is  highly  desirable,  as  well  as  ob- 
stetrics skills.  Located  in  a midwestern/Big  Ten  medical,  recreational 
and  cultural  center  of  excellence.  Level  and  type  of  appointment  com- 
mensurate with  credentials  of  applicant.  Send  CV  to  Charles  E.  Driscoll, 
M.D.,  Professor  and  Head,  Department  of  Family  Practice,  University 
of  Iowa  College  of  Medicine,  2149  Steindler  Building,  Iowa  City,  Iowa 
52242.  Women  and  minorities  are  encouraged  to  apply.  The  University 
of  Iowa  is  an  Affirmative  Action/Equal  Opportunity  Employer. 


FAMILY  PRACTICE  OPENING  — Join  established  family  practice  clinic 
near  32-bed  hospital.  Competitive  salary  and  benefits.  Medical  support 
from  7 major  hospitals  with  consultation  and  educational  services.  Fam- 
ily oriented,  supportive  community  in  scenic  northeast  Iowa.  Contact 
Richard  Phillips,  Community  Memorial  Hospital,  PO  Box  519,  Post- 
ville,  Iowa  52162,  319/864-7431. 


ASPEN  MEDICAL  GROUP  — An  independent,  multispecialty  group 
with  8 clinics  in  the  Minneapolis/St.  Paul  metropolitan  area,  seeks  as- 
sociates in  family  practice,  pediatrics,  internal  medicine,  obstetrics/ 
gynecology,  orthopedic  surgery  and  urgent  care.  Comprehensive  ben- 
efits, reasonable  call  and  clinic  responsibilities.  Guaranteed  income 
first  2 years.  Contact  Maureen  Reed,  M.D.,  Chief  of  Staff,  Aspen  Med- 
ical Group,  1020  Bandana  Blvd.,  West,  Suite  100,  St.  Paul,  Minnesota 
55108  or  call  612/641-7178. 


EMERGENCY  MEDICINE,  DUBUQUE  — Opening  available  for  qual- 
ified individual  to  join  incorporated  group  of  3 BE/BC  emergency  phy- 
sicians. Unique  and  enjoyable  practice,  excellent  compensation,  com- 
plete career  opportunities  and  highly  livable  community.  Write  NET, 
PC;  do  Mercy  Health  Center,  Emergency  Department,  Dubuque,  Iowa 
52001  or  call  Mark  Singsank,  M.D.  at  319/589-9666. 


STAFF  PSYCHIATRIST,  STUDENT  HEALTH  SERVICE  — To  provide 
psychiatric  evaluation  and  outpatient  psychiatric  treatment  of  students 
who  seek  these  services  at  the  University  of  Iowa  Student  Health  Serv- 
ice. Satisfactory  completion  of  residency  requirements  for  Board  Eli- 
gibility in  psychiatry  is  required.  Send  CV  to  Mary  Khowassah,  M.D., 
Student  Health  Service,  SB,  University  of  Iowa,  Iowa  City,  Iowa  52242. 


PEDIATRICIAN,  BE/BC  — Director  needed  for  pediatrics  department 
at  Broadlawns  Medical  Center,  Des  Moines.  This  county  hospital  has 
an  active  ER,  acute  care  pediatrics  and  a family  residency  program. 
Good  possibility  of  University  of  Iowa  faculty  appointment.  Send  CV 
to  BMC,  18th  and  Hickman  Road,  Des  Moines,  Iowa  50314  or  call  515/ 
282-2319. 


FAMILY  PHYSICIAN  — Busy,  rewarding  2-doctor  practice  in  central 
Virginia.  Beautiful,  friendly  rural  setting  close  to  urban  amenities.  Vir- 
ginia offers  the  ocean,  mountains,  Washington,  D.C.  and  a great  econ- 
omy. For  more  information,  call  A1  Southall,  M.D.,  A.B.F.P.,  Louisa 
Family  Practice,  Louisa,  Virginia  at  703/967-2202. 


MASON  CITY,  IOWA  — Seeking  full-time  and  part-time  physicians 
for  low  volume  75-bed  hospital  emergency  department.  Great  oppor- 
tunity to  develop  "state  of  the  art"  quality  assurance  and  educational 
programs.  Excellent  compensation,  paid  malpractice  insurance  and  full 
benefit  package  to  full-time  staff.  Contact  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  43,  Traverse  City,  Michigan  49684;  1- 
800/253-1795  or  in  Michigan  1-800/632-3496. 


FOR  SALE  OR  LEASE  — Westgate  Office  Condominiums.  Unit  22  and 
23.  1000-73rd  Street.  3,000  square  feet  available  immediately.  Profes- 
sionally designed.  Ample  on-site  parking.  Visible  from  1-235  right  off 
the  8th  Street  exit.  Generous  owner  financing  available.  For  details  call 
Tim  Sharpe,  515/243-3228. 


SOLO  FAMILY  PRACTICE  FOR  SALE,  NO  OB  — Medically  under- 
served rural  Iowa.  Gross  $250,000.  Nearby  hospital  facilities.  Also  col- 
leges, medical  and  law  schools.  Housing:  condos  and  apartments  at 
modest  prices.  Reply  to  PO  Box  245,  Omaha,  Nebraska  68101-0311. 


FOR  SALE  — Major  surgical  set,  D and  C,  T and  A and  others.  515/ 
733-4522. 


(Continued  next  page) 


July  1989  / 353 


PRIMARY  CARE  BE/BC  — To  assume  active  practice  due  to  pending 
relocation  because  of  family  commitment.  Assistance  in  easy  transition. 
No  buy-in.  Income  guarantee  plus  benefits,  relocation  expense.  Office 
space  contiguous  to  fully  accredited  200-bed  acute  care  hospital.  Family 
oriented  community  in  central  Iowa.  Reply  to  Box  1587,  IOWA  MED- 
ICINE, 1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


PHYSICIANS  WANTED  — Expanding  multispecialty  clinic  is  in  need 
of  the  following  specialties:  general  surgeon,  internal  medicine,  non- 
invasive  cardiology,  dermatology,  neurology  and  orthopedic  surgery. 
We  offer  first  year  salary  guarantee,  plus  incentive  and  a broad  range 
of  fringe  benefits.  For  additional  information  write  to  J.  N.  Grand- 
george,  300  South  Kenyon  Road,  Fort  Dodge,  Iowa  50501  or  phone  515/ 
573-4141. 


ANOTHER  IMS 
MEMBER  SERVICE 

Physicians  who  are  members  of 
the  Iowa  Medical  Society  may  ad- 
vertise in  the  classified  section  for 
3 months  without  charge. 


TIME  SAVING 
PRESCRIPTION 
FOR  MEDICAL 
STAFFS 


PERMA  STAMP"  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meet  your 
specific  needs  or  stock  imprints  available. 

Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp®. 

IPEftMA  We  re  Iowa's 

wjkAAA"  Only  Perma  Stamp 
Manufacturer! 

MAKES  BETTER  IMPRESSIONS 

DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines,  Iowa  50306 
Phone:(515)288-7248 
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Bankers  Leasing  Company 338 
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At  Medical  Protective,  lighting  for  our 
doctors  is  our  number  one  priority.  We  know 
w^e’re  not  just  insuring  yoiu-  finances.  Wfe’re 
protecting  youi’  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 
And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  yeai's  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  w'e  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawvers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  tliis  kind  requires 
financial  strength  and  stability.  Witir  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A + (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  Wfe  have  the 
financial  clout  to  do  w'hatever  it  takes  to 
sen^e  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  yoiu  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


“I  want  a 

malpractice  carrier 


that  knows  how  to 
hffht.  That’s  why 
I’m  with  Medical 


Protective. 


Serving  Iowa  Physicians  Since  1920. 


Gerry  Smeadei;  Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 
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ALLERGY 


ELECTRODIAGNOSIS 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  lONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


)AMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


JOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 
j.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/247-8600 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  RECENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  COFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  |R.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PATHOLOGY 


SURGERY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

LANCE  F.  YEOMAN,  D.O. 

1301  PENNSYLVANIA,  SUITE  304 
DES  MOINES  50316 
515/265-7677  OR  800/343-0390 
GENERAL  SURGERY  AND 
ENDOSCOPY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OE 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


A Never-ending  Concern 


Though  physicians  increasingly  find 
themselves  practicing  in  a morass  of  gov- 
ernmental regulations,  ethical  issues  and  so- 
cioeconomic considerations,  they  never  lose 
sight  of  their  major  and  continuing  concern  — 
the  good  health  of  lowans. 

As  it  does  each  year,  this  concern  became 
apparent  in  the  number  of  “public  interest" 
policy  proposals  considered  and  supported  by 
physicians  representing  their  county  societies 
at  the  annual  IMS  House  of  Delegates  April 
22-23  in  Des  Moines.  Following  is  a laundry 
list  of  public  health  resolutions  the  IMS  will 
act  upon  in  the  coming  year.  . . . 

PROTECTING  BABIES  ...  The  IMS 
will  cooperate  with  the  Iowa  Department  of 
Public  Health  and  other  groups  to  provide  in- 
formation on  maternal  and  fetal  health  threats 
posed  by  cocaine  and  crack  abuse. 

HOMELESS  . . . With  local  and  state 
agencies  and  other  organizations,  the  IMS  will 
develop  approaches  to  ascertain  and  address 
the  health  problems  of  the  homeless. 

SECOND  HAND  SMOKE  . . . The  IMS 
will  work  with  the  Iowa  Hospital  Association 
toward  a measure  to  make  all  Iowa  hospitals 
smoke  free.  The  IMS  will  also  support  legis- 
lation to  increase  the  tax  on  tobacco  products 
and  to  require  that  all  public  buildings  — in- 
cluding but  not  limited  to  restaurants  — be 
made  smoke  free. 

YOUNG  ATHLETES  ...  The  IMS  will 
investigate  ways  physicians  and  others  can  ed- 
ucate young  athletes  about  steroid  use  and 
abuse.  An  IMS  committee  will  also  investigate 
the  extent  to  which  athletic  insurance  is  avail- 
able to  Iowa's  athletes  and  develop  recom- 
mendations to  encourage  adequate  coverage. 

NURSING  SHORTAGE  ...  The  IMS 
will  encourage  its  member  physicians  to  ad- 
vocate fair  base  level  nursing  wages  and  sup- 


port proposals  which  would  increase  nursing 
education  subsidies  which  create  incentives  for 
nursing  graduates  to  remain  in  Iowa.  With  ap- 
propriate nursing  organizations,  the  IMS  will 
develop  proposals  to  improve  working  con- 
ditions for  nurses  and  alleviate  the  nursing 
shortage. 

CARING  FOR  CHILDREN  . . . The 

IMS  formally  endorses  the  Blue  Cross/Blue 
Shield  Iowa  Caring  Program,  which  will  pro- 
vide primary  and  preventive  services  to  Iowa 
children  who  meet  age  and  financial  eligibility. 

ALCOHOL  . . . The  IMS  will  assist  in 
development  of  adolescent  alcohol  impaired 
drivers  intervention  programs  in  Iowa  com- 
munities. The  IMS  will  also  support  increases 
in  taxes  on  alcoholic  beverages  and  the  re- 
quirement that  alcohol  advertisements  contain 
safety  and  warning  messages. 

TANNING  BOOTHS  ...  The  IMS  will 
initiate  legislation  to  protect  the  public  health 
from  artificial  ultraviolet  light,  including  pro- 
visions requiring  operators  to  post  signs  warn- 
ing customers  about  the  dangers  of  tanning 
devices. 

These  issues  and  others  which  will  receive 
ongoing  attention  from  organized  medicine  in 
the  coming  year  clearly  demonstrate  the  con- 
cern Iowa  physicians  have  for  our  citizens  good 
health. 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  ^5.dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyLne  (as  the  hydrochloride  salt)  vX- 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc..  Nutley,  NJ.  2.  Feighner  )P, 
et al:  Psychopharmacology  61 :2\1 -225.  Mar  22,  1979. 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  andchoUnergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  {e.g. . operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  severi  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abniptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry’  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoi;  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunaion.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hy’pomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pytamidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other.-  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicy’late  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc 

Manati.  Puerto  Rico  00701  p i 0286 


In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  V\feel" 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose' 

^First-week  reduction  in  somatic  symptoms’ 

Percentage  of  Reduction  in  Individual  Somatic  S3 
During  First  Week  of  Limbitrol  Therapy* 


1 


Zhorzcr 

jTi  !-i  m 

simcDs: 

G-iA.CDr 

<7j3 


- o a 

CO  >m: 
z 7}  O 
<c  > 


'01 


-<!- 


cL>m  00: 

--i 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY, 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 
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limbitrolDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


Roche  Products 

Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


BREAST  CANCER 


Thinking 

COMPUTER? 


For  the  first  time?  To  upgrade  an  older 
system?  Most  Iowa  physicians  know  the 
computerized  office  has  an  edge.  In 
helping  deliver  quality  care.  In 


optimizing  the  revenue  stream.  In 
maintaining  regulatory  compliance.  As 
you  contemplate  your  particular 
computer  needs,  we  invite  you  to  . . . 


Think 

I MS/CAP! 


As  a benefit  to  members  of  the 
Iowa  Medical  Society,  we’ve  offered 
the  IMS/CAP  since  1986.  It  stands  for 
Iowa  Medical  Society  Computer 
Assistance  Program.  You’re  invited  to 
use  any  of  its  three  components: 


(1)  attend  a periodic  educational  seminar; 

(2)  ask  for  a feasibility  study  to  help  you 
assess  the  need,  justify  the  cost  and 
develop  a plan,  and  (3)  review  the  IMS- 
endorsed  AMOS  system.  So  we  invite  you 
to  . . . 


Think 

AMOS! 


AMOS  stands  for  Automated  Medical 
Office  System.  It  was  endorsed  by  the 
IMS  when  the  CAP  first  began.  AMOS  is 
used  in  over  30  Iowa  medical  offices/ 
clinics.  The  system  is  produced  and 


supported  by  Medical  Computer 
Management,  Inc.  (MCMI).  AMOS  can  be 
configured  for  large  and  small  medical 
practices.  It  merits  a look.  Call  IMS 
SERVICES  for  information. 


IMS  SERVICES  — A subsidiary  of  the  Iowa  Medical  Society 
Suite  232  - 1231  Eighth  Street,  West  Des  Moines,  Iowa  50265 
Telephone  - 515/223-2816  or  800/642-6054 
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Poor  MARKETING 

DROVE  SeMMELWEIS 

INSANE. 


oor  marketing  commu- 
nications skills  have  always 
been  detrimental  to  physicians. 

Take  the  case  of  the  great 
Austrian  physician  Ignaz  Phillip 
Semmelweis  (1818  to  1865). 

He  suffered  more  than  most. 

Ironically,  the  medical 
community  washed  its  hands 
of  Semmelweis,  the  physician 
who  instructed  his  colleagues  that  disinfecting 
their  hands  with  calcium  chloride  solution  before 
surgery  saved  liv'es. 


His  findings,  which  he 
presented  in  an  unacceptable 
faslaion,  were  met  with  skepti- 
cism and  rejection  by  the  medi 
cal  community  Semmelweis’s 
sensitive  nature  crumbled 
under  the  ridicule  and  he 
eventually  lost  lais  mind. 

Today,  StrategiCare  helps 
physicians  to  be  great  in  health 
care  and  in  all  aspects  of  business.  StrategiCare 
integrates  the  essential  aspects  of  business  to 
ensure  success. 


fenaz  Philli[)  SeinmelweU. 
(1818-1863)  discovered  that  puerperal 
infection  u’cis  reduced  what  surgeom 
disinfected  their  hanck 
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Bringing  Business  Solutions  to  Health  Care 


S[raleqiCare« 

^ INC 


Westown  Business  Center  I • 1701  48th  Street,  Suite  201  • West  Des  Moines,  Iowa  50265 
For  more  information,  contact  Joseph  Wilkinson,  515-224-5890  or  800-331-4479 
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Otis  Wolfe,  M.D.,  a semi-retired  Marshalltown 
ophthalmologist,  took  our  lovely  cover  photo- 
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Florida  in  Everglades  National  Park.  Dr.  Wolfe 
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rapher with  an  emphasis  on  nature  subjects."  Dr. 
Wolfe  has  been  practicing  medicine  for  51  years 
and  photography  for  15  years. 
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IPIT 
Delivering 
the  Goods! 


YES,  the  Iowa  Medical  Society-sponsored  IPMIT  Professional  Liability  Insurance  Program  is  delivering  the 
goods.  To  Iowa  physicians,  exclusively. 

What  goods? 

• Good  growth  in  financial  capacity  and  number  of  insured  physicians! 

• Good  progression  toward  maturity  - having  reached  and  passed  the  five-year  milestone! 

• Good  developments  on  premiums  and  other  coverage  provisions! 

• Good  fulfillment  on  the  basic  goal  - that  of  a commitment  to  unequalled  service  - both  to  IPMIT 
policyholders  and  prospective  policyholders. 

We  are  here  to  answer  coverage  questions.  We  are  here  to  provide  personalized  claims  services.  We  are 
here  to  help  you  assure  the  presence  of  good  patient  care.  Please  call  us  on  the  IPMIT  HOTLINE 
1-800/642-6054  - to  request  information. 

IOWA  PHYSICIANS  MUTUAL  INSURANCE  TRUST 

Your  IPMIT  Program  Is  Supported  By  IMS  SERVICES 
1239  Eighth  Street,  West  Des  Moines,  Iowa  50265 


Donald  F.  Rodawig,  M.D. 

President's  Privilege 


Thoughts  on  Expenditure  Targets 


IN  JUNE,  THE  STARK  Ways  and  Means 
Health  Subcommittee,  acting  behind 
closed  doors,  approved  a wide  range  of 
Medicare  A and  B cuts.  The  subcommittee 
agreed  to  sweeping  changes  that  would  im- 
plement the  RBRVS  fee  schedule,  national 
expenditure  targets  and  new  limits  on  bal- 
ance billing  as  of  October  1,  1991.  Also  ap- 
proved were  reductions  in  “over-priced" 
procedures  effective  April  1,  1990. 

Expenditure  targets  must  be  exposed  as 
a dangerous  attempt  to  balance  the  budget 
at  the  expense  of  senior  citizens  and  the  dis- 
abled. They  will  prevent  access  to  vital 
health  care  services  by  setting  annual  spend- 
ing targets  for  vital  health  care  services.  This 
can  only  lead  to  health  care  rationing,  which 
is  totally  unacceptable.  Our  patients  deserve 
better. 

American  policy  makers  and  patients 
should  be  alerted  to  the  unworkable  nature 
of  expenditure  targets  by  the  Canadian  expe- 
rience. In  Canada,  there  are  waits  for  neces- 
sary consultations  and  the  elderly  are  forced 
to  delay  necessary  treatment  — all  because 
of  expenditure  targets. 

To  counteract  this  dangerous  legislation, 
the  AMA  has  designed  a plan  to  assure  ac- 
cess to  all  citizens,  close  gaps  in  health  care 
coverage  while  maintaining  benefits  already 
available,  reduce  the  administrative  burden 
on  patients,  reduce  paperwork  in  govern- 
ment and  private  insurance  programs  and 


ease  the  excessive  cost  of  the  liability  sys- 
tem. 

The  AMA  is  proposing  Medicaid  reform 
which  will  provide  uniform,  adequate  bene- 
fits to  all  poor  instead  of  the  40%  now  re- 
ceiving care.  Health  insurance  must  be  ex- 
panded to  include  all  employed  Americans. 

A Medicare  Commission  must  be  created  to 
develop  recommendations  to  include  contin- 
ued health  care  access  for  senior  citizens.  Pa- 
rameters of  care  must  be  established  to  iden- 
tify the  highest  quality  and  most  effective 
procedures. 

Before  any  new  plan  is  put  into  action, 
we  have  work  to  do.  Along  with  the  AMA, 
we  must  promote  the  advantages  of  the  U.S. 
health  care  system  to  Congress  and  the  pub- 
lic. We  in  the  IMS  and  the  AMA  must  initi- 
ate a proactive  educational  program  to 
counter  unwarranted  criticism  of  the  present 
system  and  address  its  inadequacies.  Physi- 
cians have  a responsibility  to  get  back  into 
the  leadership  role  in  reform  of  the  health 
care  system. 

It  we  don't,  someone  else  is  waiting  to 
do  it  for  us. 

't 

Donald  F.  Rodawig,  M.D. 

President 
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Diagnosing  Breast  Cancer 


DONALD  C.  YOUNG,  M.D. 
Des  Moines,  Iowa 


The  author  discusses  current  guide- 
lines for  breast  cancer  detection. 


The  AMERICAN  CANCER  SOCIETY  predicts 
140,900  new  cases  of  breast  cancer  will 
be  diagnosed  among  Americans  in  1989.  Na- 
tionally, 140,000  women  and  900  men  will 
develop  the  disease.  If  current  survival  rates 
apply,  at  least  35%  with  invasive  tumors  will 
die  of  the  disease.  In  Iowa,  15,500  new  cases 
will  be  diagnosed  and  550  of  those  will  die. 

At  the  present  time,  there  are  no  proved 
methods  to  reduce  the  incidence  of  breast 
cancer,  which  is  increasing  at  a rate  of  2% 
per  year.  Simply  stated,  1 out  of  10  Ameri- 
can women  will  develop  breast  cancer  dur- 
ing their  lifetime.  On  the  other  hand,  several 
convincing  studies  have  shown  earlier  detec- 
tion of  breast  cancer  by  screening  mammog- 
raphy is  one  of  the  very  few  effective  strate- 
gies. 

Guidelines  for  Mammography 

1.  Diagnostic  mammography  at  any  age 
when  clinical  findings  are  suspicious  for 
breast  cancer. 

2.  Routine  screening  mammography  is 
not  indicated  under  the  age  of  35  years  ex- 
cept in  those  with  a family  history  of  pre- 


Dr.  Young  is  a radiologist  practicing  in  Des  Moines, 


menopausal  breast  cancer  in  the  mother  or  a 
sister. 

3.  An  initial  baseline  mammogram 
should  be  obtained  during  age  35-40: 

a.  A small  but  statistically  significant 
number  of  early  breast  cancers  will  be 
found. 

b.  The  baseline  examination  is  available 
for  comparison  purposes  in  evaluating  sub- 
sequent mammograms. 

c.  Some  ongoing  studies  suggest  the  ra- 
diographic appearance  of  the  breast  paren- 
chyma on  mammography  can  be  used  as  an 
additional  risk  indicator. 

4.  Subsequent  mammography  in  the 
age  group  40-49  is  indicated  every  1 to  2 
years  with  the  periodicity  determined  by 
prior  mammographic  findings  and  known 
risk  factors. 

5.  For  women  over  age  50,  all  experts 
agree  that  annual  mammography  is  statisti- 
cally justified  and  especially  useful  in  this 
age  group  to  diagnose  preclinical  breast  can- 
cer. 

Detection  Projects 

In  the  mid  1970s,  280,000  self  selected 
American  women  were  examined  annually 
for  a 5-year  period  using  mammography  and 
physical  examination  as  the  primary  screen- 
ing techniques.  The  Breast  Cancer  Detection 
Demonstration  Project  was  organized  as  a 
demonstration  project  not  a research  study; 
however,  a unique  data  base  was  accumu- 
lated which  permits  many  valuable  investi- 
gations to  be  made. 

Among  the  1,153  minimal  breast  cancer 
victims  identified  through  the  screening  pro- 
gram, 57%  were  detected  by  mammography 
alone  compared  with  6%  detected  through 
physical  examination  alone.  Mammography 
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alone  was  responsible  for  detecting  a much 
higher  proportion  of  invasive  cancers  over  1 
cm  in  size  than  was  physical  examination 
alone  (35%  vs  9%). 

A recent  National  Cancer  Institute  review 
clearly  shows  that  screening  mammography 
plus  a breast  examination  by  a health  pro- 
fessional significantly  reduce  breast  cancer 
deaths  for  women  over  and  under  age  50. 

Mammography  Equipment 
and  Techniques 

All  mammography,  whether  using  film 
or  electrostatic  (Xeroradiography  or  Xerg) 
techniques  should  be  done  on  dedicated 
mammographic  equipment  capable  of  good 
compression,  ideally  photo  timed  and  fitted 
with  an  X-ray  tube  appropriate  to  the  imag- 
ing technique. 

Today's  mammographic  equipment  and 
techniques  should  enable  us  to  make  one  of 
4 diagnoses:  normal,  benign,  suspicious  or 
carcinoma.  If  a mammographically  suspi- 
cious lesion  is  reported  to  be  benign  at  bi- 
opsy, it  should  be  followed  with  repeat 
mammography  6 months  post  biopsy. 

Supplementary  Diagnostic 
Techniques 

In  addition  to  mammography  and  phys- 
ical examination,  ultrasonography  is  of  value 
in  separating  cystic  from  solid  breast  masses 
and  to  guide  needle  aspiration  and/or  biop- 
sy procedures.  Unfortunately,  ultrasonogra- 
phy is  unable  to  detect  most  telltale  micro- 
calcifications found  on  mammography  which 
represent  the  only  mammographic  abnor- 
mality in  approximately  1 of  5 minimal 
breast  cancers. 

Calcification 

Soft  tissue  calcification  can  be  generally 
classified  as  metastatic  or  dystrophic.  Soft 
tissue  calcification  occurs  when  the  calcium 
phosphate  concentration  product  exceeds 
the  solubility  product.  In  this  setting  calcium 
phosphate  salts  precipitate  with  the  thresh- 
old for  precipitation  decreasing  as  pH  in- 
creases. 

Metastatic  calcification  is  that  seen  sec- 
ondary to  conditions  which  elevate  serum 
calcium  such  as  hyperparathyroidism,  vita- 
min D intoxication,  sarcoidosis,  etc.  Dys- 


RISK  FACTORS  AND  DEGREE  OF  RISK  (Additive) 


Characteristic 

Score 

1 . Family  hx 

a)  1°  relative 

1.5 

mother  and  sister 

12.9 

sister  < 40  unilateral 

1.4 

sister  < 40  bilateral 

9.5 

sister  + 40  bilateral 

2.8 

b)  2°  relative  (aunts  and  cousins) 

0.8 

2.  Prior  Bx  showing 

a)  proliferative  changes 

0.5 

b)  atypical  hyperplasia 

3.0 

c)  atypical  hyperplasia  and  Ca+  + 

5.5 

3.  Later  1st  birth  (30  years  +) 

0.8 

4.  Low  parity  (1-2) 

0.8 

5.  Late  menopause  (50  + ) 

0.3 

6.  Early  menarche  (<1 1) 

0.5 

7.  Obesity 

0.5 

8.  Alcohol  (moderate  consumption) 

0.6 

9.  Education  (12+  years) 

0.7 

Score  Risk  Category 

0-2.0  slight  increase 

2. 1-5.4  moderate  increase 

5. 5-9. 9 high  increase 

10.0+  very  high  increase 


trophic  calcification  results  in  calcium  salt 
precipitation  in  necrotic  or  hypoxic  soft  tis- 
sue which  in  tumors  is  partiallly  due  to  tu- 
mor growth  exceeding  vascular  supply.  Cal- 
cifications typical  of  breast  cancer  exhibit 
several  characteristic  patterns  and  an  experi- 
enced mammographer  can  usually  separate 
malignant  from  benign  configurations. 

Screening  Mammography 

Properly  performed  and  interpreted 
mammography  can  find  the  earliest  and 
most  curable  breast  cancers.  Facts,  however, 
indicate  only  15%  of  women  over  50  have  a 
mammogram  every  year  though  75%  are 
aware  that  mammography  exists. 

Slightly  more  than  11%  of  American 
physicians  follow  the  guidelines  in  advising 
asymptomatic  women.  Most  frequently  men- 
tioned obstacles  are  fear  of  radiation,  unnec- 
essary biopsies,  over-diagnosis  and  cost,  re- 
sulting in  physicians  and  patients  develop- 
ing altitudinal  barriers  that  are  not  reflec- 
tions of  reality. 

Transillumination,  CT  scanning  and 
magnetic  resonance  imaging  have  no  role  in 
a clinical  setting  except  on  an  experimental 
basis. 
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Breast  Cancer: 

One  Woman's  Perspective 


JEANNINE  SCHULZE 
Des  Moines,  Iowa 


The  author  provides  a first  person 
perspective  on  breast  cancer  and 
mastectomy^  offering  valuable  advice 
to  physicians  treating  women  with 
this  disease. 


WHEN  YOU  ARE  TOLD  you  have  cancer,  it 
changes  your  whole  life.  It's  difficult 
to  think  of  a life-threatening  illness  as  a pre- 
lude to  a fuller  life;  but  when  the  pain  and 
fear  subside,  your  experience  will,  if  you  let 
it,  offer  an  opportunity  to  decide  what's  im- 
portant to  you  and  make  the  rest  of  your  life 
productive  and  happy. 

Someone  once  told  me  cancer  should  be 
a 4-letter  word.  I wholeheartedly  agree.  It  is 
one  of  the  most  frightening  words  in  our 
language  and  certainly  not  one  we  ever  ex- 
pect to  hear  regarding  ourselves. 

As  a doctor's  wife  I considered  myself 
well  informed  concerning  preventive  medical 
measures.  I began  having  regular  mammo- 
grams when  my  only  sister  experienced 
breast  cancer  and  a mastectomy  several 
years  ago.  I'll  never  forget  the  first  time  she 
showed  me  her  “missing  breast."  She  was 


Mrs.  Schulze  is  past  president  of  the  IMS  Auxiliary. 


so  brave.  She  was  determined  to  proceed 
with  reconstruction  and  return  to  normalcy 
as  soon  as  possible.  I admired  her  very 
much.  Little  did  I realize  how  much  this  ex- 
perience would  help  me  in  the  months  to 
come. 

I was  visiting  my  mother  in  California 
when  I discovered  a lump  in  my  breast.  Ra- 
tionalization immediately  set  up  household 
in  my  psyche  to  assure  me  it  was  a cyst.  I 
called  home  and  my  husband,  a physician, 
wanted  me  to  jump  on  the  first  plane  to  Des 
Moines.  Since  I had  just  gotten  there,  we 
compromised  and  my  sister  accompanied  me 
to  get  a mammogram.  I was  advised  to  have 
a biopsy.  I completed  my  week's  vacation 
and  tried  to  set  my  fears  on  the  back  burner. 

My  husband  Bob,  had  suffered  a heart 
attack  7 months  earlier  and  returned  to  his 
dermatology  practice  after  a successful  re- 
covery, but  our  family  was  still  reeling.  I 
chose  to  have  the  biopsy  as  an  out-patient 
and  then  proceed  with  whatever  treatment 
was  necessary.  Awaiting  the  results  is  a pe- 
riod of  apprehension  that  is  hard  to  de- 
scribe. Good  health,  it  is  said,  sits  like  a 
crown  on  a well  man's  head,  but  only  a sick 
man  can  see  it. 

The  diagnosis  came  — infiltrating  ductal 
carcinoma.  I hate  that  word,  infiltrating;  it 
sounds  even  worse  than  cancer.  When  I first 
found  the  lump  I feared  I would  lose  my 
breast.  Now  I was  afraid  it  would  be  too  late 
to  take  it.  Bob  and  I visited  the  surgeon  and 
discussed  my  treatment  and  prognosis.  He 
told  us,  “If  this  were  my  wife  I would  sug- 
gest a mastectomy  and  chemotherapy."  That 
personal  note  was  convincing. 
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Bob  had  told  me  he  was  ambivalent 
about  chemotherapy  but  our  thinking 
changed  after  hearing  the  statistics  in  favor 
of  the  treatment  as  a guard  against  recur- 
rence. The  day  was  Friday  so  we  set  the  sur- 
gery for  Monday. 

I had  great  confidence  in  my  surgeon 
and  was  not  afraid  of  the  operation  itself. 

He  had  prepared  us  well  on  what  to  expect 
medically.  Now  it  was  up  to  us  to  prepare 
ourselves,  each  other  and  our  children.  I 
asked  our  youngest  son  Greg,  who  was  20 
and  a student  at  the  University  of  Iowa 
when  this  happened  last  year,  to  put  his 
feelings  in  writing: 

Cancer  afflicts  not  only  the  patient 
but  the  family  as  well.  This  is  especially 
true  for  the  children,  who  have  a right 
to  know  the  truth.  Being  aware  of  the 
mental  and  physical  ramifications  of  the 
disease  develops  knowledge.  Without 
this  crucial  learning,  loved  ones  are  un- 
able to  fully  give  their  support.  If  I had 
not  been  fettered  by  fear  and  ignorance, 

I might  have  been  better  able  to  focus 
on  my  mother's  needs.  I feel  it  would 
be  extremely  helpful  if  doctors  would 
take  the  necessary  time  to  talk  to  the 
family. 

It's  very  difficult  to  explain  to  a male 
what  loss  of  a breast  means.  There  is  noth- 
ing in  the  male  anatomy  that  is  identically 
analogous.  A woman  feels  better  when  she 
is  happy  about  her  outward  appearance. 
Femininity  is  associated  with  our  concept  of 
our  figure.  I was  told  about  the  possibility 
for  reconstruction  of  the  lost  breast,  but  it 
didn't  lessen  the  loss. 

This  is  a time  for  the  doctor  to  convey 
empathy  for  the  patient  as  he  would  if  she 
were  experiencing  any  other  type  of  grief. 

It's  a time  for  the  good  old  "hands  on"  med- 
icine. The  old  attitude  used  to  be  that  pa- 
tients should  be  grateful  just  to  survive  the 
cancer.  Today  we  know  psychological  and 
social  factors  make  a difference.  A pat  on 
the  shoulder  can  convey  the  team  message 
— "we're  in  this  together.  Depend  on  me  to 
do  my  part  and  I'll  support  you  in  yours  any 
way  I can."  Fortunately,  I had  this  caring  re- 
lationship with  my  doctors. 

I was  also  blessed  with  the  sustaining 
comfort  of  my  husband.  We  were  both  se- 


cure in  the  knowledge  that  these  body 
changes  would  not  detract  from  our  sense  of 
caring  nor  sharing  of  intimacy.  No  matter 
how  well  I tried  to  prepare  myself  for  the 
surgery,  fear  and  apprehension  lived  with 
me.  At  my  request  my  daughter  accom- 
panied me  to  the  hospital.  I took  comfort  in 
her  feminine  understanding.  While  we  were 
waiting  for  my  call  to  the  operating  room,  I 
would  have  found  it  soothing  to  visit  with 
my  anesthesiologist  about  that  aspect  of  the 


'This  is  a time  for  the  doctor  to 
convey  empathy  for  the  patient 
as  he  would  if  she  were  experi- 
encing any  other  type  of  grief. 
It's  a time  for  the  good  old 
"hands  on"  medicine.' 


surgery.  Following  surgery  comes  the  wait- 
ing period  for  the  results  of  the  lymph  node 
exam.  Two  days  later  my  doctor  told  me  the 
good  news  — no  lymph  node  involvement.  I 
felt  his  joy  as  my  family  and  I cried  tears  of 
happiness  and  relief. 

The  following  week  I began  the  omi- 
nous chemotherapy.  I used  the  "look  good, 
feel  good"  concept  of  self-talk  therapy.  I 
stayed  as  active  as  possible  and  worked  at 
keeping  up  my  appearance.  When  I lost  all 
my  hair,  thank  God  I didn't  lose  my  sense 
of  humor.  I was  a brunette.  Okay,  so  I had  a 
few  gray  roots.  My  hair  came  back  into  what 
I am  told  is  a beautiful  silver  color. 

The  oncologist  plays  a primary  role  in 
establishing  positive  life-affirming  attitudes. 
How  wonderful  that  my  oncologist  main- 
tains his  unique  sense  of  humor  in  his  par- 
ticular specialty.  It's  infectious.  Even  when 
suffering  some  of  the  unpleasant  effects  of 
the  treatment,  thanks  to  his  encouragement 
I was  able  to  keep  my  psychological  equilib- 
rium. He  plays  a vital  role  during  the  treat- 
ment and  recuperative  period.  Once  you 
have  cancer,  every  little  pain  is  a possible  re- 
currence. The  oncologist  is  the  one  you  de- 
pend upon  to  allay  your  fears. 

People  told  me  "You  should  be  thankful 
for  your  life."  Believe  me,  I am,  but  that  fact 

(Continued  next  page) 
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doesn't  lessen  the  loss  I feel  over  losing  part 
of  my  anatomy,  learning  to  live  with  a 
change  in  my  femininity.  Bob  taught  me  to 
tell  myself,  "You  have  a body  but  you  are 
not  your  body." 

Volunteerism  replenishes  my  soul. 

That's  why  the  American  Cancer  Society 
was  a God-send  to  me.  The  ACS  Reach  to 
Recovery  volunteer  visited  me  in  the  hospi- 
tal. The  program  is  designed  to  help  women 
meet  the  physcial,  emotional  and  cosmetic 
needs  of  their  disease  and/or  its  treatment.  It 
also  provides  information  and  support  to 
loved  ones  and  friends.  She  brought  me  a 
kit  containing  a temporary  breast  form  for 
which  I was  truly  grateful.  I have  since  be- 
come a Reach  to  Recovery  volunteer  and 
also  donate  time  to  the  ACS  Speakers'  Bu- 
reau giving  talks  on  breast  cancer  from  the 
patient's  viewpoint  and  emphasizing  the  im- 
portance of  preventive  medical  care. 

The  ACS  also  has  excellent  programs 
called  "I  Can  Cope"  offered  through  hospi- 


tals and  other  community  facilities.  The  new 
CanSurmount  program  is  a one-to-one  sup- 
port system  offered  both  patient  to  patient 
and  family  member  to  family  member.  They 
also  have  a loan  closet  where  patients  can 
obtain  wigs,  among  other  items.  Volunteer- 
ing for  the  American  Cancer  Society  has 
added  a unique  significance,  purpose  and 
quality  to  my  life. 

My  surgeon's  group,  recognizing  the 
special  needs  of  cancer  patients,  established 
a support/information  group  which  is  most 
educational  and  helpful.  This  system  can 
function  effectively  on  a large  or  small  scale. 
The  need  is  there. 

Gibran  says  in  The  Prophet  "Your  pain  is 
the  breaking  of  the  shell  that  encloses  your 
understanding.  Much  of  your  pain  is  self- 
chosen.  It  is  the  bitter  potion  by  which  the 
physician  within  you  heals  your  sick  self. 
Therefore  trust  the  physician  and  drink  his 
remedy  in  silence  and  tranquility."  Joy  and 
sorrow  are  one. 
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in  IOWA  MEDICINE? 

Please  send  us  any  8 x 10  black  and  white  (or  color  if  the  contrast  is  good)  photo(s) 
you  think  our  readers  might  enjoy.  Include  your  name  and  a description  of  where  and 
when  the  photo  was  taken.  The  Publications  Committee  will  judge  the  photos  according 
to  reader  appeal,  content  or  artistic/aesthetic  value.  You  will  be  notified  if  your  photo 
is  chosen  for  the  cover.  Photos  will  be  returned  to  you  after  publication. 


Send  your  photos  to: 

IOWA  MEDICINE  Photo  Opportunity 

Iowa  Medical  Society 

1001  Grand  Avenue 

West  Des  Moines,  lA  50265 


Good  photographs  are  meant  to  be  shared.  We're  looking  forward  to  seeing  yours! 
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Barbara  Meggison 


Questions  and  Answers 


The  Best  Kind  of 


The  author^  co-founder  and  president 
of  the  'After  Breast  Cancer'  support 
group^  discusses  ABC's  purpose  and 
how  physicians  can  best  help  breast 
cancer  patients. 


What  is  ABC?  How  can  breast  cancer  patients 
benefit  from  this  group? 

ABC,  After  Breast  Cancer,  is  a support 
group  for  women  who  have  had  breast  cancer. 
ABC  was  started  in  1988  because  2 doctors  felt 
their  efforts  to  help  breast  cancer  patients  were 
inadequate.  Dr.  Louis  Rodgers,  surgeon,  and 
Dr.  John  Walker,  radiologist  invited  several 
women  who  had  had  breast  cancer  to  discuss 
starting  a support  group.  After  much  discus- 
sion it  was  decided  the  women  would  run  ABC 
autonomously. 

We  are  a non-profit  corporation  open  to 
any  woman  in  Iowa  who  has  had  breast  can- 
cer. Our  primary  function  is  to  provide  mental 
and  emotional  support.  Iowa  Methodist  Med- 
ical Center  graciously  agreed  to  provide  meet- 
ing space  at  no  cost.  Dr.  Rodgers  and  Dr. 
Walker  have  made  funds  available  so  we  do 
not  have  to  charge  membership  fees. 

Do  most  women  seek  out  groups  such  as  ABC 
or  do  they  have  to  be  persuaded  to  participate? 

In  the  beginning  our  membership  totaled 
15;  by  June,  1989  our  membership  directory 


Support 


listed  approximately  50  members.  Women  with 
breast  cancer  are  learning  about  ABC  through 
their  doctor,  nurse,  a friend  or  family  member 
or  newspaper  notice.  Our  publicity  chair  sends 
our  cards  to  doctors'  offices,  medical  facilities 
and  hospitals,  together  with  a letter  explaining 
ABC  and  our  functions.  Members  phone  num- 
bers are  made  available  on  these  cards. 

The  phone  calls  I receive  are  usually  due 
to  a woman's  doctor  or  nurse  having  given  her 
a card  with  my  name  and  phone  number  on 
it.  Participation  in  ABC  is  a personal  choice 
depending  on  a woman's  emotional  needs  and 
how  ready  she  is  to  reach  out  for  help. 

Do  spouses/friends  attend?  Does  ABC  have 
something  to  offer  them? 

Women  are  invited  to  bring  anyone  they 
are  comfortable  with.  A husband,  family  mem- 
ber or  friend  of  any  woman  who  has  had  breast 
cancer  is  always  welcome.  However,  our 
meetings  are  set  up  primarily  to  benefit  the 
woman  and  our  speakers  address  her  needs. 

Some  men  who  have  attended  in  a sup- 
port capacity  have  indicated  they  would  wel- 
come an  opportunity  to  meet  with  other  in- 
terested male  supporters  and  form  their  own 
group.  Since  their  needs  are  quite  different,  it 
was  decided  we  would  not  incorporate  the  2 
support  systems  in  one. 

Although  we  do  not  have  any  male  mem- 
bers of  ABC,  we  do  recognize  that  breast  can- 
cer is  not  an  exclusive  disease  of  women.  I 
(Continued  next  page) 
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have  received  only  one  phone  call  from  a man 
who  had  questions  about  changes  in  his 
breasts.  I urged  him  to  seek  professional  ad- 
vice. Our  group  welcomes  anyone  who  has 
breast  cancer,  male  or  female. 

What  is  the  hardest  adjustment  for  breast  cancer 
patients? 

The  hardest  adjustment  depends  on  the 
woman.  There  are  as  many  answers  to  this 
question  as  there  are  women  who  have  breast 
cancer.  Each  of  us  have  problems  adjusting 
our  self-image;  how  well  we  adjust  is  an  in- 
dividual matter. 

I asked  our  members  to  help  me  with  this 
question.  Their  answers  were  feeling  “out  of 
control  of  my  life,"  difficulty  coping  with  hair 
loss  during  chemo,  not  feeling  “whole,"  not 
enough  time  to  consider  options,  feeling  you 
weren't  given  all  options,  “no  one  to  talk  to 
who  had  already  been  where  I had  to  go," 
family  and  friends  would  not  talk  about  it  or 
say  the  word  cancer  and  fear. 

Almost  all  of  us  go  through  some  form  of 
grieving  but  how  long  this  takes  and  how  we 


come  out  of  it  differs  from  woman  to  woman. 
The  concensus  of  our  members  is  the  most 
important  aid  to  coping  is  a loving,  supportive 
family  and  friends.  After  the  shock  of  discov- 
ery and  surgery  is  behind  us,  we  can  reach 
out  to  other  women  facing  the  same  things. 
Each  of  us  is  at  a different  stage  of  our  recovery 
and  a new  member  will  almost  always  find 
another  woman  who  is  in  her  stage  or  close 
to  it. 

How  could  physicians  do  a better  job  of  helping 
breast  cancer  patients? 

Physicians  can  help  by  understanding 
that,  although  they  provide  the  best  medical 
care,  they  are  unable  to  provide  the  emotional 
support  another  woman  can.  I believe  ABC 
can  supply  the  help  women  who  have  breast 
cancer  need.  Support  groups  are  designed  for 
just  that  . . . support.  No  matter  how  caring 
and  knowledgeable  a physician  or  loving  and 
supportive  a family  member  or  friend,  they 
cannot  provide  the  support  found  in  ABC.  If 
you  would  like  more  information,  please  call 
me  at  515/270-0999,  Urbandale. 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 


What  is/who  are  SOfTACTICS? 

A compar^  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 

For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224  4565 
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“I  want  a 

malpractice  carrier 
that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.  ” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  fiirances.  We’re 
protecting  ymu  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 
And  when  we  go  to  battle,  our  wdnnmg 
record  is  unsurpassed.  The  reasons  aie 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 


will  never  waver  from  this  commitment. 
Third,  commitment  of  this  kind  requires 
financial  sti'ength  and  stability.  With  nearly 
a bilhon  dollai's  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  a^^essive 
defense  in  your  comer,  don’t  wait.  Calf  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


Serving  Iowa  Physicians  Since  1920. 


Gerry  Smeader,  Suite  512,  Merle  Hay  Tower,  5800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


■Nizatidine 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


AXID® 

mzabdine  capsules 
Brief  Summary 

Consuft  the  packave  literature  tor  complete  information. 

Indications  and  Usaoe;  And  is  indicated  for  up  to  eight  weeks  lor  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

And  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  And  for  longer  than  one  year  are  not  known 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caubon  in  patients  with  hypersensiti^  to  other 
Hrreceptor  antagonists 
Precautions:  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gas^c  malignancy 

2 Because  nizabdine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  m pabents  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinebc  studies  in  pabents  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizabdine  is  metabolized  in  the  liver  In  pabents  with  normal 
renal  function  and  uncomplicated  hepabc  dysfuncbon,  the  disposibon  of  nizabdine 
IS  similar  to  that  in  normal  subiects 

Latxxalory  Tests  - False-posibve  tests  for  urobilinogen  with  Mutbsbx*  may 
occur  dunng  therapy  with  nizabdine 

Drug  Inieracims  - No  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam.  Iidocaine.  phenytom,  and  warlann.  And 
does  not  inhibit  die  cytochrome  P-450-lmked  drug-metabolizmg  enzyme  system, 
therefore,  drug  interacbons  mediated  by  inhibibon  of  hepabc  metabolism  are  not 
expected  to  occur  In  pabents  given  very  high  doses  (3.900  mg)  of  aspinn  daily, 
increases  m serum  salicylate  levels  were  seen  when  nizabdine,  fw  mg  b i d.,  was 
administered  concurrent 

Caranogenesis.  Mutagenesis.  Impairment  of  fertility -A  two-year  oral  car- 
cinogenicity study  m rats  with  doses  as  high  as  500  mg/k^day  (about  BO  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enterochromafbn-like 
(ECL)  cells  in  the  gasbic  oxynbc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compart  vnth  placebo  ^male 
mice  given  the  high  dose  of  Axid  (2,000  m^^day.  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  significant  increases  in  hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mikj  Irver 
iniury  (^ansammase  elevabons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  bmes  the  human  dose),  and  a negative  nxjtagemcity 
battery  are  not  considered  evidence  of  a carcinogenic  potenba)  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity,  including  bactenaf  mutabon  tests,  unscheduled  ONA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aoerrabon 
tests,  and  a micronucieus  test 

In  a two-generabon.  pennatal  and  postnatal  ferblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mgiVg/day  produced  no  adverse  ^ects  on  die  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Betted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect:  but  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  white  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  ^ aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg^g  it  produced  ventncular 
anom^.  distended  abdomen,  spina  bifida,  hydroceph^.  and  enlarged  heart  in  one 
febjs  there  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capaci^  Nizabdine  should  be 
used  dunng  pregnancy  only  if  the  potenba)  benefit  fusbries  the  potenbal  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  nizabdine  is  secreted  m human  milk  in 
proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
tering nizabdine  to  a nursing  mother 

PeiJiatnc  Use  - Safety  and  effecbveness  in  children  have  not  been  established. 

Use  in  Eiderty  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reacbont:  Clinical  tnals  of  nizabdine  included  almost  5,000  patents 
given  nizabdine  in  studies  of  varying  durations  Domestic  placebo-controlled  tnals 
included  over  1 .900  pabents  given  nizabdine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  m the  domesbc  placebo-controlled  tnals.  sweabng  (1  % vs 
0 2%),urbcana(0.5%vs<  0 0l%).anasomnolence(2  4%vs1  3%)  were  signifi- 
cantly more  common  in  the  nizabdine  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

H^Oc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
(AST),  S(3PT  [Ain , or  alkaline  pnosj  ■ 

Of  probably  related  to  niz 

of  SGOT.  SoPT  enzymes  (greater  than  500  lU/L)  ai 
SGPT  was  greater  than  2,000  HJ/L  The  overall  rate  of  occurrences  of  e'levated  Irver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
significantty  differ  from  the  rate  of  liver  enzyme  abnormailbes  in  placebo-treated 
pabents  All  abnormailbes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascular  - In  clmical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  unbeated  subtects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  anbandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  patents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fata)  thrombocytopenia  was  reported  in  a patent  who  was 
treated  with  Md  and  another  Hrreceptor  antagonist.  On  previous  occasions,  this 
patent  had  experienced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumentai  - Sweabng  and  urbcana  were  reported  significantly  more  fre- 
quentty  in  nizabdine-  than  In  placebo-treated  pabents  Rash  and  exfoliative  dermab- 
bs  were  also  reported 

Hypersensitivity  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizabdine  have  been  reported  Because  cross-sen- 
sitivity In  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibvrty 
' > these  agents  Rare  episodes  of  hypersensibvfty  reactions  (eg,  bronchospasm. 


losphatase).  occurred  in  some  pabents  and  was 
lases,  there  was  marked 
.)  and,  in  a single  instance. 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


reported 

Ovtnlougi:  Overdoses  of  Axk)  have  been  reported  rarefy  The  foliowmg  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 

Signs  and  Symptoms  -There  is  lltOecllnicalexpenencewithoverdosage  of  Axid 
In  humans.  Test  animals  that  received  large  doses  of  mzabdine  have  exhibited 
cholinergic -type  effects,  including  lachmation.  salivation,  emesis,  rraosis.  and 
diarrhea  Single  oral  doses  of  800  mo/kg  in  dogs  and  of  1,200  mg/kg  m monkeys 
were  not  lethal  Intravenous  median  lethal  doses  In  the  rat  and  mouse  were  30l 
m^g  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  Is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  f^iysiaans'  Desk  Reference 
(POR)  In  managing  overdosage,  consider  the  possibility  of  muibpie  drug  over- 
doses, Interaction  among  drugs  and  unusual  drug  Idnebcs  in  your  p^eni 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 

lonsidered  alono  with  clinical  rnonitorlng  and  s — 

four  to  six  hours  Increased  plasma  clearance 
PV  2096  AMP  [013089] 


1 O.ita  on  file.  Lilly  Research  Laboralones 


Additional  information  available  to  the 
NZ-2907-B-949310  t' isee.  Eu  uiur  and  company  profession  on  request. 
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Historical  Vignette 

Surgical  Management  of 
Breast  Tumors 

Editor's  Note:  This  historical  vignette  was  sub- 
mitted to  IOWA  MEDICINE  by  Merle  J.  Brown, 
M.D.  shortly  before  his  death  in  1987.  Dr. 

Brown  was  a longtime  general  surgeon  in  Daven- 
port. 

My  first  breast  case  occurred  in  1940 

and  resulted  in  breast  amputation  for 
carcinoma.  Subsequently,  1 treated  329  pa- 
tients for  breast  disease  of  various  types  dur- 
ing my  51  years  of  surgery. 

Since  1940,  I have  done  242  radical 
breast  resections  on  females  with  carcinoma. 
During  this  time,  2 females  had  breast  re- 
movals of  cystosarcomas.  Four  males  had 
their  breasts  removed  for  tumors;  one  of  the 
tumors  was  malignant. 


Anti-HIV  For  Rape  Victims 

Physicians  and  other  health  care  work- 
ers who  treat  female  rape  victims  should  re- 
evaluate and  update  their  treatment  proto- 
cols to  include  early  administration  of  non- 
oxynol  9,  the  spermicide  ingredient  shown 
to  inactivate  HIV,  according  to  the  Journal  of 
the  American  Medical  Association. 

Routine  use  of  a topical  anti-HIV  agent 
such  as  nonoxynol  9 as  soon  as  possible 
after  the  assault  can  provide  a measure  of 
HIV  prophylaxis  without  interfering  with 
evidence-gathering. 


Birth  Rate  Climbs 

More  babies  were  born  in  1988  than 
during  any  year  since  1964,  according  to  a 
provisional  report  from  the  National  Center 
for  Health  Statistics.  NCHS  reports  that 
3,913,000  babies  were  born  in  the  U.S.  last 
year. 


Thirteen  females  had  fibroadenomas  re- 
moved from  their  breasts. 

Four  cases  of  lumpectomy  were  done 
with  followup  x-ray  therapy.  These  tumors 
were  all  malignant  and  axillary  nodes  were 
resected.  1 have  not  been  too  happy  with 
lumpectomy  procedures. 

Some  females  have  had  simple  mastec- 
tomies because  of  multiple  breast  biopsies 
for  adenoma  and  cysts.  These  women  re- 
quested that  their  breasts  be  removed  before 
cancer  could  occur. 

The  remainder  of  female  breast  surger- 
ies were  removal  of  cysts  and  adenomas 
with  frozen  sections.  Tissues  removed  from 
breasts  were  sent  to  pathologists  to  rule  out 
malignancy. 

Summary:  A total  of  329  breast  patients 
were  treated  surgically  since  1940.  Of  these, 
242  females  had  radical  mastectomies;  4 had 
lumpectomies  with  x-ray  therapy  for  malig- 
nancy; 79  females  had  benign  tumors;  4 
males  had  breast  tumors,  with  one  malig- 
nancy. 


The  marriage  rate  was  the  lowest  since 
1967  and  the  divorce  rate  the  lowest  since 
1975. 

Educate  Patients  About  Fraud 

Physicians  must  play  a more  active  role 
in  educating  patients  about  health  fraud, 
which  costs  the  nation  nearly  $10  billion  per 
year,  says  an  article  in  the  monthly  maga- 
zine of  the  American  College  of  Physicians. 

The  elderly  and  AIDS  patients  are  par- 
ticularly vulnerable  to  questionable  and  dan- 
gerous treatments.  MDs  can  help  expose 
quackery  by  asking  their  patients  about 
drugs,  devices,  diet  therapy  or  other  thera- 
peutic regimens  they  use  and  investigating 
those  products  and  services. 

Physicians  should  also  explain  to  pa- 
tients that  efficacy  and  safety  are  crucial  to 
all  tests,  prevention  techniques,  therapies 
and  remedies  and  should  welcome  questions 
from  patients  on  all  products  and  services. 

(Continued  next  page) 
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The  Pill  and  Breast  Cancer 

According  to  a new  study  in  the  Journal 
of  the  American  College  of  Obstetricians  and 
Gynecologists,  long  term  use  of  oral  contra- 
ceptives does  not  increase  risk  of  breast  can- 
cer for  women  with  a family  history  of  the 
disease. 

A personal  history  of  breast  cancer  is  a 
contraindication  for  pill  use,  but  family  his- 
tory is  not. 


Medicaid  Funds 

Half  of  the  50  states  are  projected  to  re- 
ceive an  increased  share  of  federal  funds  for 
Medicaid  and  other  entitlement  programs  in 
fiscal  1991  over  fiscal  1990,  reports  the  Na- 
tional Governors'  Association. 

Thirteen  states  are  expected  to  receive 
smaller  shares,  with  12  receiving  the  same 
amount. 


Make  A Wish  Foundation 

The  "Make  a Wish  Foundation,"  a na- 
tional organization  which  grants  wishes  for 
children  with  very  limited  life  expectancies 
due  to  illness,  now  has  4 chapters  in  Iowa 
and  hopes  to  make  itself  known  to  Iowa 
physicians  who  may  refer  children  to  the 
program. 

Make  A Wish,  established  in  Phoenix  in 
1980,  is  now  the  nation's  largest  wish  grant- 
ing charity  and  has  chapters  across  the  U.S. 
It  is  supported  by  donations  from  many 
sources  primarily  within  the  communities 
where  chapters  are  located. 

For  children  to  receive  their  "wish," 
rather  stringent  requirements  for  eligibility 
and  supervision  must  be  met  to  ensure  the 
experience  is  beneficial  to  the  child.  A physi- 
cian certification  that  the  child  is  eligible  for 
the  program  is  mandatory,  and  many  chil- 
dren are  referred  by  their  local  physicians. 

Addresses  and  phone  numbers  for 
Make  A Wish  chapters  in  Iowa  are: 

Make  A Wish  Foundation  of  S.E.  Iowa 

425  2nd  St.,  S.E.,  Suite  610 

Cedar  Rapids,  Iowa  52401,  319/366-1218 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


Make  A Wish  Foundation  of  N.W.  Iowa 
916  Grandview 

Sioux  City,  Iowa  51101,  712/255-5139 

Make  A Wish  Foundation  of  S.W.  Iowa 
do  John  Stiers 
316  25th  St. 

West  Des  Moines,  Iowa  50315,  515/244-9343 

Make  A Wish  Foundation  of  N.E.  Iowa 
c/o  Ed  Deuhr 
R.R.  2 

Fairbank,  Iowa  50629,  319/635-2429 
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Worth  a Look!  New  From 
IOWA  MEDICAL  SOCIETY 


Reduce  Your 
Taxes 

and  Strengthen 
Your  Security  with 

The 

Prime  Financial 
Benefit  Trust 


O 


Greater  Security 
Reduced  Taxes 
Effective  Financial 
Planning 

□ Tax  deductible  contributions 

□ Flexible  funding  to  suit  your  cash  flow 
needs 

□ Assets  secured  from  creditors  in  most 
cases.  Product  backed  by  A+  Superior 
rated  insurance  company 

□ Taxes  deferred  on  assets  held  by  the 
insurance  company 

□ Compatible  with  existing  retirement 
plans,  IRAs  and  Keogh  Plans 

□ Low  set-up  and  maintenance  costs 

□ You  may  terminate  the  plan  at  any  time 

□ No  tax  penalty  for  early  withdrawal 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 

“GERIATRIC  UPDATE” 
OCTOBER  4,  1989 


THIS  SIX-HOUR  SEMINAR  WILL  PROVIDE  AN  OVERVIEW  OF  CURRENT  MANAGEMENT  CONCEPTS  AND 
THERAPIES  UTILIZED  IN  TREATING  THE  UNIOUE  PROBLEMS  OF  THE  GERIATRIC  PATIENT: 

OSTEOPOROSIS 
CARDIOVASCULAR  DISEASE 
DIABETIC  EXTREMITIES 
INCONTINENCE 
PSYCHIATRIC  PROBLEMS 
GERIATRIC  RHEUMATOLOGY 
SLEEP  DISORDERS 
IATROGENIC  ILLNESS/INJURY 

REGISTRATION:  8:00  a.m. 

PROGRAM:  8:30  a.m.  — 3:45  p.m. 

THIS  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVERSITY 
AVENUE  IN  DES  MOINES,  IOWA.  BROCHURES  ANNOUNCING  GUEST  FACULTY,  PROGRAM  AGENDA  AND 
REGISTRATION  INFORMATION  WILL  BE  MAILED  EIGHT  WEEKS  IN  ADVANCE  OF  THE  SEMINAR  TO  ALL 
MEMBERS  OF  THE  IOWA  MEDICAL  SOCIETY.  THOSE  PHYSICIANS  OR  OTHER  HEALTH  CARE 
PROFESSIONALS  REQUIRING  ADDITIONAL  INFORMATION  MAY  CONTACT  THE  DEPARTMENT  OF  MEDICAL 
EDUCATION,  MERCY  HOSPITAL  MEDICAL  CENTER,  AT  THE  ADDRESS  OR  TELEPHONE  NUMBER  GIVEN 
BELOW. 


PARKING  IS  AVAILABLE  ADJACENT  TO  THE  MERCY  EDUCATION  CENTER. 


Approved  by  Mercy  Hospital  Medical  Center,  an  IMS-ac- 
credited CME  organization,  for  6 hours  Category  1/A.M.A. 
Physicians’  Recognition  Award. 

Nursing  CEU's:  0.7  (7  contact  hours) 

Application  has  been  made  for  additional  accreditations. 


Physician  Fee $55.00 

Physician’s  Assistant  Fee  $25.00 

Nursing  Fee  $25.00 

Paramedical  Fee  $25.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


SPONSOR:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY  AVENUE 
DES  MOINES,  IOWA  50314 
(515)  247-3042 


Breast  Reconstruction  After 
Mastectomy 


JOHN  GANSKE,  M.D. 
Des  Moines,  Iowa 


The  author  discusses  137  breast  recon- 
structions^ focusing  on  patient  selec- 
tion^ possible  complications  and  pa- 
tient satisfaction. 


Breast  reconstruction  after  mastectomy  is 
done  with  increasing  frequency.  Tech- 
niques are  better  and  safer,  there  are  more 
surgeons  trained  in  these  procedures,  patients 
are  better  informed  of  treatment  options,  more 
patients  wish  to  minimize  deformity  and  the 
procedure  is  covered  by  insurance. 

This  report  covers  the  author's  first  137 
breast  reconstructions  done  from  September, 
1984  through  September,  1988.  Timing  of  re- 
construction, patient  selection,  opposite  breast 
risk,  possible  complications  and  patient  sat- 
isfaction are  discussed. 

Patients  and  Methods 

Sixty  Stage  I and  II  breast  cancer  female 
patients  age  26-69  (average  age  48)  underwent 


Dr.  Ganske  practices  plastic  surgery  and  general  surgery  in  Des 
Moines. 


breast  reconstruction  after  mastectomy  for 
cancer.  Infiltrating  ductal  carcinoma  was  the 
most  common  tissue  pathology.  In  this  group 
of  60  patients,  the  types  of  tumor  were  as  fol- 
lows: infiltrating  ductal  carcinoma  — 45  (75%); 
lobular  carcinoma  — 10  (17%);  atypical  carci- 
noma — 2 (3%);  Paget's  carcinoma  — 1 (2%); 
and  multifocal  intraductal  and  infiltrating  duc- 
tal carcinoma  — 2 (3%).  An  additional  15  pa- 
tients with  premalignant  breast  disease  under- 
went bilateral  prophylactic  mastectomy,  simple 
or  subcutaneous. 

Immediate  reconstruction  and  delayed  re- 
construction were  done  with  equal  frequency 
and  single-stage  submuscular  reconstruction 
almost  as  often  as  2-stage  tissue  expansion  re- 
construction (Table  1).  In  the  60  cancer  pa- 
tients, the  opposite  breast  was  treated  in  a va- 
riety of  ways,  the  most  common  being  simple 
mastectomy  and  immediate  reconstruction.  No 
surgery  was  done  on  7 patients,  s/p  bilateral 
mastectomies  on  9,  subcutaneous  mastectomy 
on  2,  simple  mastectomy  on  37,  modified  rad- 
ical mastectomy  on  1,  breast  reduction  on  3 
and  mastopexy  on  1.  The  pathologic  findings 
in  the  opposite  breast  are  listed  in  Table  2. 

The  pathologic  findings  in  the  15  addi- 
tional patients  with  premalignant  breast  dis- 
ease who  underwent  bilateral  prophylactic 
mastectomy  were  as  follows:  marked  focal 
atypical  ductal  proliferation  and  lobular  hy- 
perplasia, moderate  intraductal  hyperplasia, 
atypical  ductal  epithelium,  apocrine  metapla- 
sia and  severe  atypia,  intraductal  hyperplasia. 
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TABLE  1 

TYPE  OF  BREAST  RECONSTRUCTION 


CEL  prosthesis  under  local  muscle  flaps: 

Immediate  reconstruction  41 

Delayed  reconstruction  27 

Tissue  expander  under  local  muscle  flaps: 

Immediate  reconstruction  36 

Delayed  reconstruction  31 

Rectus  abdominus  myocutaneous  flap  1 

Latissimus  dorsi  myocutaneous  flap  1 

Total  reconstructed  breasts  137 


TABLE  2 

FINDING  IN  OPPOSITE  BREAST 


Fibrocystic  disease  without  atypia  5 

Multiple  fibroadenomas  and  fibrocystic  1 

Epithelial  hyperplasia  3 

Duct  ectasia  and  hyperplasia  4 

Marked  atypical  epithelial  hyperplasia  3 

Stromal  fibrosis  1 

Dense  fibrosis  with  calcifications  1 

Apocrine  metaplasia  3 

Sclerosing  adenosis  and  ductal  hyperplasia  2 

Atypical  sclerosing  adenosis  3 

Marked  focal  epithelial  hyperplasia  12 

Atypical  lobular  hyperplasia  1 

Lobular  carcinoma  1 


extensive  fibrosis,  apocrine  metaplasia  and  ex- 
tensive intraductal  papillomatosis,  fibrocystic 
disease,  intraductal  papillary  hyperplasia  with 
microcalcifications,  extensive  intraductal  pap- 
illary hyperplasia  and  metaplasia,  atypical  in- 
traductal hyperplasia,  apocrine  metaplasia  and 
fibrocystic  changes,  carcinoma  in  situ  and  se- 
vere atypia,  infiltrating  ductal  carcinoma  and 
apocrine  metaplasia,  infiltrating  ductal  carci- 
noma and  extensive  fibrocystic  changes. 

The  patients  had  an  average  of  1.81  re- 
constructive procedures  (including  nipple  re- 
construction). They  were  an  average  of  3.2 
years  post  cancer  treatment  and  have  been  fol- 
lowed after  reconstruction  for  an  average  of  2 
years  (2  months  to  4 years).  Two  patients  have 
developed  metastatic  disease  since  reconstruc- 
tion; 5 patients  have  required  capsulotomy  or 
implant  repositioning  for  an  incidence  of  7%. 

Complications  were  rare;  fat  necrosis  led 
to  removal  of  one  implant  and  there  was  one 
hematoma.  There  were  no  infections  and  no 
patients  required  blood  transfusion.  Ninety- 


TABLE  3 

PATIENT  SATISFACTION  WITH 
RESULTS  OF  BREAST  RECONSTRUCTION 


Grade* 

No.  Patients 

0 (failure) 

0 

5 or  less 

4 (7%) 

5 to  8 

10  (18%) 

9 to  10  (perfect) 

41  (75%) 

Average  score 

8.7 

*On  a scale  of  1 (not  happy  at  all)  to  10  (very  happy),  as  rated  by  patients 
in  anonymous  postoperative  questionnaire. 


five  percent  of  the  patients  had  complication 
free  reconstruction.  Seventy  nipple-areolar  re- 
constructions have  been  free  of  complications 
except  for  an  epidermal  inclusion  cyst  in  the 
skin  graft  donor  site  of  one  patient  and  the 
partial  loss  of  one  nipple  flap. 

Questionnaires  were  mailed  to  all  75  pa- 
tients and  55  anonymous  replies  were  re- 
ceived. On  a scale  1 (“not  happy  at  all")  to  10 
(“very  happy"),  the  average  patient  satisfac- 
tion score  was  8.7  (Table  3).  The  average  pa- 
tient satisfaction  score  for  nipple  reconstruc- 
tion was  8.2.  Eighty-five  percent  of  patients 
thought  the  size  of  their  reconstructed  breasts 
was  “just  right."  The  average  score  for  pros- 
thesis softness  was  8.8  (l  = rock  hard  to 
10  = totally  soft). 

Ninety-eight  percent  of  patients  said  they 
would  repeat  reconstruction  and  would  rec- 
ommend reconstruction  to  a friend.  Photo- 
graphs 1 to  5 show  typical  preoperative  defects 
and  postoperative  results  for  a post  mastec- 
tomy patient  and  a patient  with  high  risk  for 
developing  breast  cancer.  Photograph  6 shows 
a close-up  view  of  a reconstructed  nipple. 

Discussion 

Breast  reconstruction  is  limited  to  patients 
with  good  prognosis  (Stage  1 and  II).  Age  is 
not  a contraindication  if  the  patient  is  healthy 
and  strongly  desires  reconstruction.  If  there  is 
a strong  likelihood  the  patient  will  need  ad- 
juvant treatment,  reconstruction  is  usually  de- 
layed until  chemotherapy  is  completed  and  the 
immune  system  has  normalized. 

Immediate  reconstruction  by  placement 
of  either  a silicone  gel  prosthesis  or  a tissue 
expander  under  local  muscle  flaps  can  be  safely 
done  in  the  highly  motivated  patient.  There 
was  no  difference  in  morbidity  between  the 
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immediate  versus  the  delayed  reconstructive 
groups  in  this  series.  If  there  is  any  question 
of  skin  flap  viability  at  the  time  of  mastectomy, 
the  reconstruction  should  either  be  delayed  or 
a tissue  expander  placed. 

Prophylactic  mastectomies  and  immedi- 
ate reconstructions  are  done  on  high  risk  pa- 
tients. The  indications  for  prophylactic  mas- 
tectomy are  lobular  carcinoma  in  situ,  atypical 
biopsy  pathology,  intraductal  carcinoma, 
strong  family  history  of  breast  cancer  and  con- 
tralateral mastectomy  in  good  prognosis  pa- 
tients with  cancer.  If  selection  criteria  for  pro- 
phylactic mastectomy  are  stringent,  the  return 
can  be  high.  In  this  series  of  patients,  20%  (3 
of  15)  were  found  to  have  previously  unde- 
tected breast  cancer  in  their  specimens.  Axil- 
lary dissections  were  done  on  these  patients 
and  no  nodes  were  positive. 

A woman  who  has  had  cancer  in  one 
breast  has  a 4 to  5 times  increased  risk  of  de- 
veloping breast  cancer  in  the  contralateral 
breast.  The  risk  is  higher  if  there  is  also  a fam- 
ily history  of  breast  cancer.  The  risk  of  devel- 
oping breast  cancer  in  the  opposite  breast  ap- 
proaches 40%  in  the  next  10  years  for  patients 
with  certain  types  of  breast  cancer  such  as  lob- 
ular carcinoma.  Thirteen  percent  (8  of  60)  of 
the  cancel  group  patients  presented  for  breast 
reconstruction  as  bilateral  mastectomy  pa- 
tients. 

Some  patients  chose  unilateral  recon- 
struction and  close  follow-up  of  the  other  breast 
by  frequent  physical  examination  and  mam- 
mography. Older  patients  with  large  and  pen- 
dulous breasts  occasionally  desire  an  uplift  or 
reduction  procedure  on  the  contralateral  breast 
in  order  to  relieve  discomfort  symptoms. 

Reducing  Further  Risk 

Most  younger  patients  in  this  series,  when 
informed  of  the  increased  risk  of  contralateral 
breast  cancer,  chose  simple  or  subcutaneous 
mastectomies  on  the  contralateral  breast  in 
conjunction  with  the  reconstruction  on  the 
cancer  side.  The  risk  of  subsequent  contralat- 
eral breast  cancer  is  significantly  reduced  and 
the  reconstructive  results  are  usually  more 
symmetrical. 

The  incidence  of  revisional  surgery  (re- 
positioning, capsulotomy  or  capsulorrhaphy) 
is  low  in  this  group  of  patients  as  compared 

(Continued  next  page) 


Photo  1 . Post-mastectomy  — 
left  mastectomy  for  cancer. 


40-year-old  woman  after 


Photos  2 and  3.  Post-reconstruction  — After  bilateral 
breast  and  nipple  reconstruction. 
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Photo  4.  Breast  Disease  — 38-year-old-woman  with 
premalignant  breast  disease. 


Photo  5.  Bilateral  Mastectomies  — Post  bilateral  sub- 
cutaneous mastectomies  and  reconstructions. 


L 

Photo  6.  Nipple  Reconstruction  — Close-up  of  nipple- 
areolar  reconstruction. 


to  Other  series.  (Ganske  reports  7%;  Noone, 
Murphy,  Spear,  et  al  12%;  Gibney  15%;  and 
McCraw,  Horton,  Grossman,  et  al  29%).  There 
are  2 reasons  why  capsule  contracture  prob- 
lems (“hardening  of  the  implants")  are  low  in 
this  series.  First,  all  prostheses  are  completely 
covered  by  muscle  flaps.  This  usually  involves 
covering  the  prostheses  by  the  pectoralis,  ser- 
ratus  and  superior  portion  of  the  rectus  ab- 
dominus  muscles.  Occasionally,  more  com- 
plicated muscle  flaps  such  as  the  latissimus 
dorsi  or  pedicled  rectus  abdominus  are  nec- 
essary. 

Secondly,  whenever  the  chest  muscles  or 
skin  look  tight,  tissue  expansion  is  used.  The 
tissue  expanders  can  slowly  stretch  roomy 
submusailar  pockets  into  which  permanent  gel 
prostheses  can  be  subsequently  placed.  Usu- 
ally, nipple-areolar  reconstruction  is  done  at 
the  time  of  the  second  operation. 

Finally,  patient  satisfaction  is  gratifying 
with  present  methods  of  breast  reconstruc- 
tion. Ninety-eight  percent  of  the  survey  re- 
spondents thought  the  results  were  worth  the 
additional  anesthesia,  discomfort,  time  off 
work  and  expense.  Further,  nearly  all  (98%) 
would  recommend  breast  reconstruction  to 
their  friends. 
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AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-1401 

Toll-free  in  Iowa:  1/800-747-3070 

Reprinted  by  permission  from  Kansas  Medicine 
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Marion  E.  Alberts,  M.D. 


The  Editor  Comments 


Breast  Cancer 


There  is  a tremendous  literature  on  cancer,  but 
what  we  know  for  sure  about  it  can  be  printed  on 
a calling  card. 

— August  Bier  (1861-1949) 

HE  CAUSE  OF  BREAST  CANCER  is  UOt 
known.  In  the  United  States  about  one 
of  10  women  develop  breast  cancer,  second 
to  lung  cancer  as  the  leading  cause  of  cancer 
death  in  women.  Many  risk  factors  are 
known,  but  the  mechanisms  remain  a mys- 
tery. Yet,  most  women  who  develop  breast 
cancer  do  not  have  a family  history  of  it  or 
other  high  risk  factors.  Consequently,  educa- 
tion of  women  and  evaluation  by  physicians 
are  mandatory  if  the  disease  is  to  be  discov- 
ered early  and  managed  properly. 

Our  knowledge  of  the  management  of 
cancer  is  ever  changing.  Controversy  contin- 
ues about  surgical  management  and  adjunc- 
tive therapy.  For  years  radical  mastectomy 
was  the  standard.  This  involved  removal  of 
the  entire  breast,  the  underlying  chest  wall 
muscles  and  the  axillary  lymph  nodes.  To- 
day modified  mastectomy,  leaving  the  chest 
wall  muscles  intact,  is  more  common.  Com- 
ing into  vogue  has  been  the  “lumpectomy," 
removal  of  the  tumor  mass  with  a margin  of 
normal  breast  tissue.  Breast  irradiation  fol- 
lows the  lumpectomy. 

One-third  or  more  women  are  likely  to 
develop  metastases  of  the  cancer  of  their 
breast.  Drug  regimens  help  improve  quality 
of  life  for  patients  with  recurring  disease, 
but  most  die  from  progressive  metastases. 
The  2 major  forms  of  adjuvant  systemic  ther- 
apy are  intravenous  agents  and  oral  anties- 
trogen hormonal  therapy.  Cytotoxic  therapy 
interferes  with  the  metabolism  and  growth 
of  the  rapidly  dividing  cancer  cells.  These 


agents,  however,  also  act  upon  normal  cells 
resulting  in  undesirable  side  effects. 

Antiestrogens  inhibit  growth  of  malig- 
nant breast  cells  by  estrogen  stimulation.  Es- 
trogens apparently  bind  with  estrogen  recep- 
tor proteins  in  the  cell  nucleus.  Synthesis  of 
DNA  is  triggered  leading  to  cell  division  and 
production  of  proteins  crucial  to  cell  metabo- 
lism. Antiestrogen  reacts  with  the  receptor 
protein  to  inhibit  growth  and  metabolism  of 
cancer  cells.  Studies  have  shown  the  effective- 
ness of  antiestrogens  for  tumors  containing 
higher  levels  of  estrogen  receptor  proteins. 

The  use  of  cytotoxic  agents  is  a complex 
subject.  It  appears  the  combination  of  sev- 
eral cytotoxics  has  more  effect  than  use  of 
one  agent  only.  The  most  widely  used  com- 
bination is  cyclophosphamide,  methotrexate 
and  5-fluorouracil.  Studies  have  shown  the 
use  of  combination  cytotoxics  reduces  the 
risk  of  death  by  about  25%  in  women  under 
age  50,  but  has  no  significant  effect  on 
women  over  age  50.  In  the  group  over  age 
50  adjuvant  use  of  antiestrogens  reduces  risk 
of  death  by  about  20% . 

There  is  much  to  be  learned  about  man- 
agement of  breast  cancer.  The  loss  of  42,300 
American  women  from  this  dread  disease  is 
unacceptable.  The  140,000  women  in  the 
U.S.  expected  to  develop  breast  cancer  in 
1989  will  be  victims  of  a scourge  of  which 
too  little  is  known.  Education  of  women  re- 
garding self-examination  must  be  empha- 
sized. Effective  examination  by  physicians  is 
mandatory.  Effective  management  comes 
with  early  detection.  New  modalities  of  the 
care  of  advanced  cases,  with  a decrease  in 
morbidity  and  mortality,  are  a challenge  to 
the  medical  researchers  of  today  and  tomor- 
row.— M.E.A. 
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Richard  M.  Caplan,  M.D 


CME  Notebook 


Don't  Trust  All  You  Read 


This  title  is  certainly  an  old  cliche,  but 
you  probably  guess  it  would  NOT  apply 
to  what  you  read  here.  Wouldn't  you?  But 
it's  true  — I led  you  astray.  My  plea  of  inno- 
cence can  apply  only  to  my  intention.  My 
undoing  comes  from  an  old  friend.  Dr.  Larry 
Porter  of  Des  Moines,  who  wrote  claiming  I 
had  to  be  wrong.  Here's  the  story. 

Last  October  I wrote  about  an  old 
"magic  trick"  1 learned  as  a child.  The 
"trick"  was  to  pour  a glass  full  of’water  into 
a glass  full  of  straight  pins  and  have  nothing 
spill  over.  Now,  I had  never  actually  at- 
tempted the  maneuver,  but  somehow  re- 
membered the  description  and  assumed  its 
truth,  even  though  1 recall  thinking,  "How 
could  such  a thing  really  be?"  When  Larry 
challenged  me,  saying  "Whatever  happened 
to  Archimedes'  Law?"  1 decided,  decades 
later,  to  test  the  question. 

What  1 found,  as  Larry  and  even  1 had 
brow-wrinklingly  suspected,  was  that  if  the 
water  container  was  really  full,  that  is,  its 
surface  slightly  bulging  above  the  rim  from 
surface  tension,  then  indeed  the  volume  of 
the  metal  in  the  pins  displaced  enough 
water  to  cause  a spill.  (Archimedes  had 
measured  that  volume;  I actually  didn't  — I 
was  enough  satisfied  just  to  learn  there  had 
to  be  spillage.)  In  order  for  the  trick  to 
"work,"  one  would  have  to  be  sure  the  glass 
was  slightly  less  than  truly  full  and  hope 
that  inattention  of  the  viewer,  plus  the  me- 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
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niscus  effect  of  surface  tension,  would  seem 
to  verify  the  outrageous  claim. 

I credit  Larry  with  calling  my  bluff,  but  I 
suspect  (without  checking)  he  did  it  using 
theory  and  a belief  in  Archimedes,  and  not 
from  testing  the  hypothesis.  All  this  reminds 
me  of  a story  often  repeated  in  the  history  of 
medicine  or  science.  At  the  height  of  the 
"Age  of  Reason,"  the  young  Edward  Jenner, 
later  to  become  famous  for  developing  a 
smallpox  vaccine  from  lesions  of  cowpox, 
asked  his  teacher,  the  great  anatomist-sur- 
geon, John  Hunter,  what  would  be  the  an- 
swer to  a particular  scientific  question. 
Hunter's  response  has  become  famous: 

"Why  think?  Why  not  try  the  experiment?" 
This  anecdote  enjoys  retelling  because  it 
epitomizes  the  spirit  of  scientific  inquiry  and 
the  satisfying  of  the  quest  by  gathering  em- 
pirical evidence  rather  than  speculating. 

What  has  all  this  to  do  with  continuing 
medical  education?  Seldom  can  practitioners 
actually  perform  or  repeat  a medical  investi- 
gation to  establish  its  truth  a la  John  Hunter. 
But  if  physicians  are  to  remain  current  in  the 
maelstrom  of  new  and  conflicting  informa- 
tion, they  must  retain  a healthy  skepticism 
about  what  they  read  and  hear,  and  develop 
or  fine-tune  their  skills  of  criticism  to  judge 
what  is  more  likely  true  about  what  is  new. 

A journal  club  at  a community  hospital  or 
among  physicians  who  practice  together 
would  be  one  time-honored  and  excellent 
way  to  hone  the  skills  of  judgment.  I'm  san- 
guine the  Federal  Trade  Commission  will 
never  consider  such  discussion  to  be  collu- 
sion or  restraint  of  trade.  Thanks,  Larry. 
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f With  a Macintosh® 
computer  and  MediMac® 

L software  from  Healthcare 
Communications,  managing 
your  practice  is  as  easy  as 
pointing  and  pushing  a button.  MediMac  provides 
all  the  hmctions  you  need  to  improve  the  profit- 
abihty  of  your  practice.  Healthcare  Communications 
was  the  first  to  harness  the  power  of  the  Macintosh 
for  the  medical  profession.  Today,  we’re  still  leading 
with  new  enhancements  and  expanding  services, 
offering  additional  products  including  payroll, 
scheduhng,  and  general  ledger. 


Over  1,200  Healthcare  Communications 
chents  can  give  you  a second  opinion.  Just  call 
toll  free  1-800-888-4344  for  our  hst  of  references 
or  a demonstration.  You’ll  see  that  the  best  way  to 
avoid  false  starts  and  wrong  turns  is  to  go  with  a 
company  that  is  first... time  after  time. 
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First... time  after  time. 
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Value  Added  Reseller 


®Maciiitosh  is  a registered  trademark  of  Apple  Computer.  Inc. 
®MediMac  is  a trademark  of  Healthcare  Communications. 


301  South  68th,  Suite  500,  Lincoln,  NE  68510,  Dept.  15B 
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As  we  enter  our  fourth  year  of  service, 
The  Iowa  Kidney  Stone  Center  thanks  you 


The  Iowa  Kidney  Stone  Center  in  Des  Moines  has  been  providing  central  lowans 
with  Extracorporeal  Shockwave  Lithotripsy  services  since  June,  1986.  More  than 
1,300  patients  have  been  treated  at  our  state-of-the-art  facility,  the  result  of  a 
successful  joint  venture  between  Iowa  Methodist  Medical  Center,  Mercy  Hospital 
Medical  Center  and  the  urologists  of  Iowa. 

The  treatment  used  at  the  Iowa  Kidney  Stone  Center  is  designed  to  eliminate 
kidney  stones  and  the  discomfort,  inconvenience  and  expense  of  surgery  that 
accompanies  them.  Lithotripsy  uses  electrical  shockwave  therapy  to  shatter  the  stones 
to  a sand-like  consistency,  allowing  the  fragments  to  pass  through  the  urinary  tract. 
Because  lithotripsy  is  safe  and  effective,  it  is  rapidly  becoming  the  most  popular 
choice  for  kidney  stone  patients. 

We  are  here  to  complement  your  practice  by  offering  patients  a convenient, 
technologically  advanced  alternative  to  surgery.  For  further  information,  questions 
or  comments,  please  call  us  collect  at  (515)  283-5571. 

The  Iowa  Kidney  Stone  Center  Urology  Staff 


Ames 

Curtis  Clcirk,  M.D. 

Leo  Milleman,  M.D. 
Bradley  Thorgaard,  M.D. 

Bloomfield 

Braden  Stevenson,  M.D. 

Des  Moines 

Markham  Anderson,  M.D. 
John  Bardole,  M.D. 

Hugh  Dick,  M.D. 

Tom  Foreman,  M.D. 
Stephen  Holt,  D.O. 


IOWA 

KIDNEY 

STONE 

CENTER 


Des  Moines  (con’t) 

Willicim  Homaday,  M.D. 
Michael  Kent,  M.D. 
Philip  Kohler,  M.D. 
Stephen  Quinlan,  M.D. 
Harlan  Rosenberg,  M.D. 
Steven  Rosenberg,  M.D. 
Roger  Senty,  D.O. 

Fort  Dodge 

Stephen  Piercy,  M.D. 

Marshalltown 

Gary  Peasley,  M.D. 


Practice  Management 


Employee  Handbooks 


Everywhere  you  turn  some  unhappy  pa- 
tient is  suing  a medical  person  or  facility. 
Physicians  and  administrators  have  their  hands 
full  in  delivering  proper  care  and  achieving 
satisfactory  doctor/patient  relationships. 

Compounding  these  challenges  is  the  re- 
sponsibility of  the  employment  relationship, 
whether  it  is  a 2-person  office  or  a major  med- 
ical facility.  Informal  arrangements  typically 
form  the  basis  for  the  employment  relation- 
ships in  smaller  offices.  However,  as  offices 
and  facilities  grow,  doctors  and  administrators 
find  that  previous  methods  of  dealing  with 
employees  do  not  work  as  well,  especially  in 
the  area  of  equity  of  treatment. 

There  is  also  external  scrutiny  imposed 
upon  employers  vis-a-vis  laws,  regulations  and 
executive  orders  and  those  agencies  and  courts 
which  enforce  them.  This  adds  a new  dimen- 
sion and  forces  actions  which  probably  would 
not  otherwise  have  been  taken.  There  is  a 
choice  of  whether  or  not  to  comply,  but  there 
are  risks  associated  with  non-compliance. 

One  way  to  address  this  employment  re- 
lationship is  to  provide  some  form  of  com- 
munication to  employees  so  that  they  may  have 
a better  understanding  of  the  relationship.  This 
communication  is  often  provided  in  the  form 
of  an  employee  handbook. 

Employee  handbooks  have  become  very 
controversial.  The  reason  is  litigation  resulting 
from  a “breach  of  contract"  when  an  employer 
fails  to  follow  the  terms  outlined  in  the  hand- 
book. Verdicts  against  employers  can  cost  sub- 
stantial sums  of  money,  to  defend  and  settle. 
The  Iowa  Supreme  Court  recently  ruled  that 
written  personnel  policies  in  an  employee 


This  article  was  authored  by  David  L.  Hansen,  a human  resources 
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handbook  constituted  a contract  of  employ- 
ment. In  Cannon  v.  National  By-Products,  Inc., 
422  N.W.,  2d  638  (lA  1988),  the  handbook 
stated  employees  would  not  be  discharged 
without  “just  and  sufficient  cause,"  and  the 
court  ruled  that  it  was  a “specific  written  guar- 
antee" that  discharge  could  only  take  place 
“for  cause."  The  court  upheld  a jury  award  of 
$47,500  for  an  employee  who  was  terminated 
for  a reason  that  was  not  for  “just  cause." 

Some  employers  say  they  will  do  away 
with  handbooks  so  they  can  stay  out  of  trou- 
ble. The  problem  is  that  regardless  of  whether 
there  are  written  policies,  employment  prac- 
tices are  being  carried  out. 

Without  guidelines,  employment  prac- 
tices could  be  carried  out  inconsistently, 
thereby  increasing  the  chances  of  unfair  or  dis- 
criminatory action.  An  example  is  a terminated 
Michigan  employee  who  was  awarded  $217,774 
from  his  employer  for  being  discharged  with- 
out “just  cause"  in  breach  of  a verbal  contract. 
The  contract  was  a promise  from  the  employ- 
ee's supervisor  that  he  would  have  a job  as 
long  as  his  performance  was  “satisfactory." 
Even  though  there  was  no  employee  hand- 
book, this  was  construed  to  be  a “just  cause" 
contract. 

Others  contend  employee  handbooks 
impede  flexibility  and  limit  employers'  discre- 
tion. According  to  Richard  J.  Simmons,  attor- 
ney, this  argument  is  as  much  an  endorsement 
for  handbooks  as  it  is  a statement  against  them. 
“Although  handbooks  articulate  guidelines  for 
employers  to  follow  and  embody  commit- 
ments made  to  employees,  the  documentation 
of  these  policies  is  more  likely  to  enhance  the 
employer's  personnel  practices  than  to  frus- 
trate them." 

(Next  month's  article  will  discuss  how  an  em- 
ployee handbook  should  be  written.) 
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Iowa  Department  of  Public  Health 

Iowa  Health  Data 
Commission  Update 


The  IOWA  HEALTH  DATA  COMMISSION  has  Se- 
lected a vendor  to  measure  severity  using 
UB-82  uniform  hospital  billing  information, 
certified  a severity  of  illness/outcome  system 
and  approved  a health  data  clearinghouse  con- 
tractor. 

Pittsburgh  Research  Institute,  the  low  bid- 
der, was  chosen  as  the  UB-82  severity  system 
for  severity  adjustments  at  the  patient  record 
level.  Approximately  300,000  records  are  in  the 
database.  S)^steMetrics  was  the  competing  bid- 
der. 

MedisGroups,  one  of  2 systems  being  con- 
sidered, was  certified  as  the  severity  of  illness/ 
outcome  system  to  be  used  in  Iowa  hospitals 
with  100  or  more  beds.  The  other  system  un- 
der consideration  was  Computerized  Severity 
Index. 

In  conjunction  with  the  selection  of 
MedisGroups,  the  commission  appointed  a 
task  force  to  recommend  a method  for  assur- 
ing the  collected  data  is  cleared  for  quality  be- 
fore it  is  released.  The  task  force  is  to  report 
its  recommendations  by  September,  1989. 

Health  Policy  Corporation  of  Iowa  (HPCI), 
the  only  applicant  for  Health  Data  Commis- 
sion clearinghouse  activities,  was  approved 
with  the  addition  of  several  amendments  and 
2 conditions  to  its  proposal.  The  first  condition 
is  that  the  commission  will  establish  an  advi- 
sory research  committee  to  review  and  com- 
ment on  methodology  used  in  data  collection 
and  analysis.  The  second  condition  involves  a 
review  of  the  feasibility  of  the  state  assuming 
responsibility  for  health  data  collection  and 
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analysis,  with  the  review  completed  in  con- 
junction with  the  1991  fiscal  year  state  budget 
process. 

The  Health  Policy  Corporation  of  Iowa 
contract  award  is  $226,000.  Since  release  of  the 
original  request  for  proposal,  an  additional 
$149,000  was  appropriated  by  the  legislature, 
which  also  mandated  additional  clearinghouse 
responsibilities.  A decision  on  whether  to 
amend  the  present  contract  with  HPCI  to  in- 
clude the  extra  amount  or  to  award  a separate 
contract  was  delayed  until  the  next  regular 
commission  meeting  Friday,  July  7,  at  8:30  a.m. 
in  the  Department  of  Public  Health's  third  floor 
conference  room  in  the  Lucas  State  Office 
Building. 

The  commission  also  voted  continuation 
of  Mary  Ellis,  director  of  the  Iowa  Department 
of  Public  Health  (IDPH),  as  commission  chair- 
person for  the  1990  fiscal  year  and  of  Charles 
Palmer,  director  of  the  Department  of  Human 
Services,  as  vice  chairperson.  Other  business 
included  approval  for  release  of  1988  hospital 
compilation  data  prepared  by  the  Codman  Re- 
search Group. 

The  commission  chairperson  announced 
a staff  member  will  be  retained  in  the  IDPH 
to  disseminate  Health  Data  Commission  in- 
formation. This  person  will  make  presenta- 
tions throughout  Iowa  to  civic  and  fraternal 
organizations,  gatherings  of  senior  citizens  and 
other  community-based  groups.  Creation  of 
this  fulltime  position  is  another  step  in  dis- 
tributing information  collected  by  the  com- 
mission to  those  who  can  benefit  from  it. 

An  earlier  effort  in  dissemination  of  data 
by  the  IDPH  involved  a systematic  approach 
to  health  promotion  and  disease  prevention. 
This  included  Health  Data  Commission  statis- 
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tics  and  has  been  referred  to  as  the  County 
Health  Planning  Initiatives  Program. 

After  collecting  data  from  a variety  of 
sources,  information  was  released  in  1988  to 
each  of  Iowa's  99  counties  which  identified 
their  major  health  problems.  Morbidity  data 
showed  the  leading  causes  of  hospitalization 
for  preventable  diseases  by  age  groups  for  each 
county. 

In  addition  to  using  information  from  the 
Health  Data  Commission,  the  Centers  for  Dis- 
ease Control  provided  incidence  and  preva- 
lence estimates  and  the  National  Center  for 
Health  Statistics  supplied  national  morbidity 
and  mortality  rates.  Other  data  came  from  the 
Cancer  Registry  Program.  The  IDPH  provided 
perinatal,  substance  abuse  treatment  and  mor- 
tality data. 

As  a result  of  reviewing  the  data,  some 
counties  recognized  new  health  problems 
while  other  counties'  observations  were  con- 
firmed. One  county,  for  example,  realized  it 
had  a problem  with  ischemic  heart  disease 
among  25  to  44-year-old  residents  since  there 
was  a substantially  higher  number  compared 
to  state  and  national  data.  In  another  county, 
a high  injury  rate  appeared  to  be  related  to  a 
local  industry,  justifying  the  need  for  a work- 
site intervention  program. 

In  another  county,  concern  was  expressed 
over  the  prevalence  of  an  infectious  disease. 
The  state  epidemiologist  was  contacted  for  as- 
sistance in  determining  the  extent  and  cause 
of  the  problem.  In  one  age  group,  the  disease 
appeared  to  be  nearly  4 times  the  state  rate. 

A random  sampling  of  hospital  records  of 
patients  diagnosed  with  that  disease  was  se- 
lected and  variables  were  extracted.  It  became 
evident  the  rate  of  cases  was  excessive  when 
compared  to  the  rest  of  the  state. 

Further  analysis  of  the  records  revealed 
the  problem  appeared  to  be  related  to  the  di- 
agnostic criteria.  On  the  basis  of  that  infor- 
mation, several  suggestions  were  made,  in- 
cluding establishing  criteria  for  the  diagnosis 
through  the  Infection  Control  and  Quality  As- 
surance Committees.  It  was  also  recom- 
mended that  hospital  admission  data  for  the 
disease  be  reevaluated  a year  later. 

This  is  a sampling  of  the  potential  benefits 
of  data  collection,  analysis  and  dissemination 
provided  by  the  Health  Data  Commission.  Fu- 
ture uses  should  continue  to  result  in  better 
health  awareness  and  intervention  activities. 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FDR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states, 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CDNTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions-  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  lor  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is.  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIDNS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertliity:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contributioh  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIDNS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDiCATIDNS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  pertoration  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms lor  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINCjS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves.  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1.000  ml 

3 Correction  of  acidosis,  if  present,  with  intravehous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

in  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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NEW  LYME  DISEASE  IgM-SPECIFIC  IFA 
TEST  — Wampole  Laboratories  announces  a 
Lyme  (B.  burgdorferi)  IgM  immunofloures- 
cent  assay.  The  test,  which  is  available  for  re- 
search use  only,  will  complement  the  com- 
pany's existing  IFA  test,  which  is  designed  to 
simultaneously  detect  both  IgG  and  IgM  an- 
tibodies. 

ANSAID:  THE  NEWEST  ENTRY  IN  THE  BAT- 
TLE AGAINST  ARTHRITIS  — Ansaid  Tablets 
(Flurbiprofen),  produced  by  The  Upjohn  Company, 
has  been  cleared  by  the  FDA  for  treatment  of  the  2 
most  prevalent  forms  of  the  disorder  — rheumatoid 
arthritis  and  osteoarthritis.  Ansaid,  which  contains 
the  active  ingredient  flurbiprofen,  is  the  newest  of 
the  nonsteroidal,  anti-inflammatory  medications, 
which  relieve  pain  and  suppress  inflammation,  to 
be  introduced  in  the  U.S.  Flurbiprofen  is  one  of  the 
most  widely  prescribed  antiarthritic  medications 
outside  the  U.S.  and  has  been  available  in  Europe 
for  more  than  a decade.  Clinical  trials  have  shown 
flurbiprofen  to  be  effective  at  much  lower  doses  than 
ibuprofen  and  aspirin  in  inhibiting  the  body's  pro- 
duction of  chemicals  called  prostaglandins,  which 
produce  inflammation.  An  average  dose  of  Ansaid 
Tablets  (200  to  300  mg  of  flurbiprofen  daily)  is 
equivalent  to  2,000  to  4,000  mg  of  aspirin  daily 
(about  12  to  13  aspirin  tablets).  In  rheumatoid  ar- 
thritis studies,  Ansaid  has  been  shown  to  improve 
mobility  in  as  little  as  7 days.  Flurbiprofen  has 
shown  an  overall  incidence  of  side  effects  only  half 
that  of  therapeutically  equivalent  doses  of  indo- 
methacin  and  aspirin,  which  for  years  have  been  a 
cornerstone  of  therapy  for  arthritis.  Ansaid  also  has 
shown  only  about  half  the  gastrointestinal  side  ef- 
fects of  aspirin  among  frequent  users. 

Like  other  nonsteroidal  anti-inflammatory 
medications,  Ansaid  should  not  be  used  by  people 
who  have  shown  symptoms  of  allergies  to  it,  to 
aspirin  or  to  any  of  the  other  nonsteriodal  anti- 
inflammatory medications.  The  most  common  side 
effects  of  Ansaid  and  the  other  nonsteroidal  anti- 
inflammatory medications  are  gastrointestinal  prob- 
lems, which  can  range  from  simple  discomfort  to 


ulcers.  Other  side  effects  observed  with  various  non- 
steroidal anti-inflammatory  agents  include  visual 
proble?ns,  fluid  retention  and  edema,  which  may 
occur  in  patients  with  certain  heart  problems.  In 
addition,  nonsteroidal  anti-inflammatory  medica- 
tions lower  fevers.  Patients  on  Ansaid  should  be 
informed  of  this  in  the  event  they  might  contract 
an  infection  for  which  fever  would  otherwise  be 
available  as  a useful  symptom  for  recognition  of  the 
illness. 

TREATMENT  OF  HYPERTENSION  — Mar- 
ion Laboratories,  Inc.  has  received  FDA  mar- 
keting approval  for  Cardizem®  SR  (diltiazem 
HCI)  a new  formulation  of  calcium  channel 
blocker  in  sustained  release  capsules.  For  the 
treatment  of  hypertension,  Cardizem®  SR  in- 
itial dosage  is  90  mg  twice  daily  (B.I.D.).  Full 
antihypertensive  effect  is  usually  seen  within 
4 weeks  of  onset  of  treatment.  The  dosage  can 
be  altered  as  indicated  for  individual  needs. 
Clinical  studies  have  shown  the  product  to  be 
safe  and  effective.  Cardizem®  SR  is  available 
in  sustained  release  capsules  in  60  mg,  90  mg 
and  120  mg  strengths.  The  sustained  release 
B.I.D.  dosage  form  should  help  eliminate  non- 
compliance  as  well  as  side  effects  of  more  fre- 
quent dose  schedules. 

RHEUMATOID  FACTOR  LATEX  AGGLU- 
TINATION — Rheumatex^  is  available  from 
Wampole  Laboratories,  the  makers  of  Rheumaton® , 
the  widely  used  red-cell  test.  Rheumatex^  was  de- 
veloped for  laboratorians  that  prefer  a latex  agglu- 
tination methodology  for  detecting  Rheumatoid  Fac- 
tor. The  test  comes  in  either  a 100  test  kit  or  a 2,000 
test  kit.  The  test  has  dating  exceeding  12  months. 

FLUOROGNOST®-HIV  TEST  — The  Fluo- 
rognost®-HIV  test  is  an  indirect  immunoflu- 
orescence assay  for  the  qualitative  detection  of 
antibodies  to  Human  Immunodeficiency  Virus 
(HIV)  in  serum  and  plasma.  Samples  which 

(Continued  page  395) 
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contain  antibodies  to  HIV  will  show  positive 
results  indicated  by  an  apple-green  cyto- 
plasmic, rim  or  polar  cap  fluorescence  in  cells 
in  the  infected  cell  wells.  Utilizing  a proprie- 
tary T4  cell  line  (PALL),  false  positive  reactions 
(which  may  occur  in  samples  obtained  from 
risk  group  members  on  the  conventional  H9 
cell  line)  are  rarely  observed  with  the  PALL 
cell  line.  Trials  demonstrated  the  Fluorog- 
nost®-HIV  test  was  equally  as  sensitive  and 
specific  in  detecting  HIV  antibody  when  com- 
pared to  the  ELISA  test.  When  compared  to 
the  Western  Blot  test,  the  studies  show  the 
Fluorognost®-HIV  test  is  equally  specific  but 
more  sensitive.  The  kit  offers  technical  ease, 
batch  testing  convenience  and  speed  (2  hours 
for  the  Fluorognost®-HIV  test  procedure  com- 
pared with  up  to  48  hours  for  the  Western  Blot 
test).  The  Fluorognost®-HIV  test  is  distributed 
in  the  U.S.  by  Wampole  Laboratories.  This 
product  is  available  for  research  use  only. 

COLIC  SYMPTOMS  REDUCED  WITH 
SLEEPTIGHT^  INFANT  SOOTHER  — Con- 
cepts of  infantile  colic  and  its  treatment  remain  con- 


troversial. A new  product  called  SleepTight®  Infant 
Soother  that  simulates  the  sound  and  motion  of  a 
car  ride  significantly  reduced  colic  symptoms  in  97% 
of  the  infants  tested  during  a 5-year  infant  colic 
research  project.  The  study,  supported  by  the  Na- 
tional Institute  of  Child  Health  and  Human  De- 
velopment (NICHD),  also  found  that  25%  of  the 
infants  actually  fell  asleep  during  the  evaluation 
period.  The  2-part  device  consists  of  a vibration  unit 
and  a sound  unit  that  simulates  a car  ride  at  55 
mph.  Mounted  underneath  the  crib,  the  vibration 
unit  gently  vibrates  the  crib  while  the  audio  unit, 
attached  to  the  side  of  the  crib,  provides  the  sound 
of  wind  rushing  past  a closed  car  window. 

SleepTight®  is  distributed  exclusively  by  Ross 
Laboratories,  division  of  Abbott  Laboratories.  Be- 
cause it  is  intended  to  reduce  the  symptoms  of  colic 
only  after  a physician  has  ruled  out  any  organic 
cause,  Ross  will  promote  SleepTight®  to  health  care 
providers  only.  Health  care  providers  will,  in  turn, 
recommend  the  product  to  their  patients.  Sleep- 
Tight®  has  been  listed  by  the  Food  and  Drug  Admin- 
istration as  a medical  device.  Therefore,  the  prod- 
uct's cost  may  be  reimbursable  under  health 
insurance  programs. 


REDUCE  YOUR  LOSS  RATIO 

How  often  has  your  staff  needed  to  locate  a missing  person?  How  often  have  they  sent  a file  to  an  outside  firm? 
How  often  has  that  person  still  not  been  found?  How  often  was  that  firm  very  expensive? 

Would  you  like  to  be  able  to  increase  your  company’s  in-house  find  ratio,  or  decrease  your  company’s  expense 
of  outside  locating  firms? 

Financial  Training  Institute  has  the  “How  to  Find  Missing  Persons”  Manual,  specifically  designed  to  help  anyone 
in  a commercial  environment,  find  missing  persons  on  their  own  and  increase  the  probability  of  collecting  from  a 
bad  account.  There  are  a variety  of  methods  and  concepts  contained  in  our  Manual  that  can  significantly  lower  the 
costs  of  finding  missing  persons.  This  Manual  also  shows  how  to  detect  social  security  number  fraud. 

The  “How  to  Find  Missing  Persons”  Manual  is  comprehensive,  yet  easily  understood,  and  has  been  found 
extremely  valuable  by  two  groups  involved  in  locating  or  collection,  the  novice  and  the  veteran.  Some  of  the 
organizations  that  are  benefiting  from  our  Manual  include: 

Insurance  Companies  Rental  Agencies  Medical  Associations 

Legal  Firms  Credit  Card  Systems  International  Corporations 

Banks,  Savings  & Loans  State  Loan  Commissions  Law  Enforcement  Personnel 

Credit  Unions  (students) 

Previous  users  of  this  Manual  have  found  that  most  companies  can  recover  their  purchase  price  by  resolving 
one  specific  past  or  future  case.  Users  also  find  that  the  Manual  increases  their  job  skills  enabling  them  to  dramatically 
change  their  department’s  value  to  the  company. 

“The  Nilson  Report”  (a  credit  card  executive  advisory  service)  recommended  the  original  “How  to  Find  Missing 
Persons”  Manual  to  every  business  in  issue  No.  164,  of  July  1981. 

The  Manual  is  authored  by  Don  Elliott.  His  background  includes  over  25  years  of  investigative  experience  as  a 
Naval  Intelligence  Officer,  Retail  Credit  Administrator,  and  Owner  of  Collection  Agencies. 

Wouldn’t  you  like  to  improve  your  firm’s  probability  of  successful  locating?  To  receive  your  copy  of  the  “How  to 
Find  Missing  Persons”  Manual  send  $79.95  to: 

FINANCIAL  TRAINING  INSTITUTE,  INC. 

5100  West  164th  Street,  Suite  21 
Cleveland,  Ohio  44142 

Your  Manual  will  arrive  marked  for  your  personal  attention  only. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines /Sioux  City 


About  Iowa  Physicians 


Dr.  Elizabeth  Siitari  has  joined  the  Pella  Med- 
ical Center.  Dr.  Siitari  received  the  M.D.  de- 
gree from  the  University  of  Minnesota  Medical 
School,  Minneapolis,  Minneosta  and  com- 
pleted her  residency  at  Methodist  Hospital,  St. 
Louis  Park,  Minnesota.  Dr.  Greg  Kosters,  Rock 
Valley  family  practitioner,  recently  received  the 
Governor's  Volunteer  Award  at  ceremonies 
held  at  Dordt  College  in  Sioux  Center.  Dr. 
Gerhard  Schmunk  has  retired  after  23  years 
as  a radiologist  at  Jane  Lamb  Health  Center  in 
Clinton.  Dr.  Schmunk  received  the  M.D.  de- 
gree from  the  University  of  Nebraska  College 
of  Medicine,  Omaha,  Nebraska  and  completed 
his  residency  at  Colorado  General  Hospital, 
Pueblo,  Colorado.  Dr.  Dave  Sands  has  joined 
the  staff  of  Ottumwa  Pediatrics  P.C.  Dr.  Sands 


received  the  M.D.  degree  from  the  U.  of  I. 
College  of  Medicine  and  served  his  residency 
at  the  University  of  Kansas  Medical  Center. 
Prior  to  locating  in  Ottumwa,  Dr.  Sands  prac- 
ticed in  Kingston,  Pennsylvania.  Dr.  David  W. 
Beck,  neurosurgeon  at  Forest  Park  Medical 
Building,  Mason  City,  recently  became  the  first 
private  practitioner  in  Iowa  to  be  inducted  into 
the  Neurosurgical  Society  of  America.  Dr.  Beck 
is  one  of  100  active  members  nationwide  and 
3 in  Iowa.  Dr.  Arthur  L.  McGilvra,  longtime 
family  practitioner  from  Sioux  Center,  has  re- 
tired after  43  years  of  medical  practice.  Dr. 
McGilvra  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine.  Dr.  Kenneth  Rod- 
abaugh  has  retired  after  35  years  of  medical 
(Continued  next  page) 


HAWKEYE 
MEDICAL 
SUPPLY,  INC. 


OUR  COMMITMENT  CONTINUES  LONG  AFTER  A 
PURCHASE.  WORKING  CLOSELY  WITH  OUR 
CUSTOMERS  WE  DEVELOP  A BETTER  UNDER- 
STANDING OF  THEIR  NEEDS.  OUR  GOAL  IS 
SIMPLE.  TO  ESTABLISH  A REAL  PARTNERSHIP 
WITH  OUR  CUSTOMERS. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE;  7212  UNIVERSITY  AVE.,  DES  MOINES,  lA  5031 1 (515)  274-4015 

. ‘/After  the  sale  . . . it's  the  SERVICE  that  counts. " 
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practice  in  Tabor.  Dr.  Rodabaugh  received  the 
M.D.  degree  from  the  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska  and 
completed  an  internship  at  Madigan  Army 
Hospital,  Fort  Lewis,  Washington.  Dr.  Wil- 
liam E.  Anderson,  Jr.  has  replaced  Dr.  Rod- 
abaugh as  Tabor's  new  physician.  Dr.  Ander- 
son received  the  M.D.  degree  from  the  U.  of 
I.  College  of  Medicine  and  served  his  intern- 
ship and  residency  at  Harvard  Medical  School 
in  Boston,  Massachusetts.  Prior  to  locating  in 
Tabor,  Dr.  Anderson  practiced  in  Mississippi 
for  one  year  and  Burlington  for  11  years.  Dr. 
Michael  Abrams,  director  of  ambulatory  serv- 
ices at  Broadlawns  Hospital,  Des  Moines,  has 
been  appointed  to  the  Crime  Victim  Assistance 
Board  by  Attorney  General  Tom  Miller. 


Deaths 


Dr.  George  Tice,  72,  Clear  Lake,  died  June  9 
at  St.  Joseph  Mercy  Hospital  in  Mason  City. 
Dr.  Tice  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine.  Dr.  Tice  was  a 
general  surgeon  in  Mason  City  for  over  41 
years,  retiring  in  1979. 

Dr.  Wayne  J.  Foster,  97,  Cedar  Rapids,  died 
June  16  at  Meth-Wick  Retirement  Community 
in  Cedar  Rapids.  Dr.  Foster  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine 
and  completed  his  residency  at  U.  of  I.  Hos- 
pitals. He  practiced  otolaryngology  in  Cedar 
Rapids  for  50  years,  retiring  in  1968.  Dr.  Foster 
was  a life  member  of  the  Iowa  Medical  Society. 


Dr.  Luke  Chang,  64,  formerly  of  Mason  City, 
died  June  1 in  Sacramento,  California.  Dr. 
Chang  received  the  M.D.  degree  from  the  Na- 
tional Peking  University  Medical  College,  Pe- 
king, Hopei,  China.  He  completed  his  resi- 
dency at  the  U.  of  I.  Hospitals  and  Clinics.  Dr. 
Chang  was  in  medical  practice  in  Mason  City 
for  29  years,  retiring  in  1988.  He  was  a member 
of  the  American  Society  of  Internal  Medicine. 


August  25,  1989 

8:00  A.M.  - 4:30  P.M. 

Rehabilitation  Medicine  Service 
Department  ol  Veterans  Allairs 
Medical  Center 
Knoxville,  Iowa 

Is  sponsoring  a 

Traumatic  Brain  Injury  Symposium 

Faculty-Mayo  Clinic,  Rochester,  Minnesota 
M.D.,  Neuropsychologist,  R.N.,  P.T., 
O.T.,  CCC-Sp,  S.W. 

Topics  Covered  - Acute,  Cognitive, 
Behavioral  and  post-acute 
rehabilitation  ol  T.B.I. 

Tuition  - None 

Please  Indicate  discipline  and  send 
registration  to: 

Department  ol  Veterans  Allairs  (117) 
Medical  Center 
Knoxville,  Iowa  50138 

Or  phone  515-828-5015. 

CUE  s and  CEU's  applied  for  M.D.,  Neuropsychologist, 

R.N.,  P.T.,  O.T.,  CCC-Sp  and  S.W. 


Seeking  improved  portfolio  results? 

Piper  Investment  Consulting 

Professionals  in  manager  selection  • Accounts  from  $250,000 
Contact:  Rod  Woods,  Investment  Executive 

244-9111  or  1-800-333-6008 

linTl  PIPER,  JAFFRAY&HOPWOOD 

' ^MCORPORATED 

SINCE  1895  MEMBERSIPC  MEMBER  NEW  YORKSTOCKEXCHANGE  INC 

300  HUB  TOWER,  699  WALNUT  ST,  DES  MOINES,  lA  50309 02/890373 
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Now  available  in  Iowa: 


Hyperbaric  Oxygen  Chamber 

Shortens  recovery  time  and  provides  a cost  savings  for  patients. 


Mercy  Hospital  Medical 
Center  now  offers  a hyperbaric 
oxygen  chamber  that  enables  you 
to  treat  patients  with  slow- 
healing  wounds  in  a fraction  of 
the  time  normally  required.  The 
1,000-pound  chamber  operates  on 
the  principle  that  increased  oxy- 
gen levels  enhance  and  quicken 
the  recovery  of  selected  patients. 

The  4x8  foot  cylinder  can 
be  used  to  treat  patients  who  suf- 
fer from  carbon  monoxide 
poisoning,  smoke  inhalation, 
cyanide  poisoning,  gas  gangrene, 
decompression  sickness,  respira- 
tory airway  blockages  and  will 
enhance  the  recovery  of  slow- 
healing  wounds  by  increasing  the 
amount  of  oxygen  in  the  blood. 


In  addition,  treatment 
ensures  a substantial  cost  savings  to  patients  since  their  recovery  time  is  shorter. 

Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only. 
While  undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring 
physician.  Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at 
the  discretion  of  the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist 
for  critically  ill  patients.  If  patients  require  emergency  transport,  Mercy's  air  ambulance 
service  — Air  Life  — is  available. 


Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729, 
extension  3290.  We're  here  to  help. 


i 


r/MERCY 


HOSPITAL 

MEDICAL 

CENTER 


Sixth  & University  • Des  Moines,  Iowa  50314 


Classified  Advertising 


CLASSIFIED  ADVERTISING  RA  TE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

SURGEON  OPPORTUNITY  — Immediate  opening  for  general  surgeon 
in  rural  Nebraska.  Board  Certified  or  Board  Eligible.  Must  be  licensed 
in  Nebraska.  Excellent  benefits.  Contact  Wallace  & Panzer,  M.D.,  P.C., 
807  North  Ash,  Gordon,  Nebraska  69343. 


GENERAL  PRACTITIONER,  IOWA  CITY  — Excellent  opportunity  for 
a general  practitioner  who  would  like  to  locate  in  the  Iowa  City  area. 
Provide  support  to  6 orthopedic  surgeons  seeing  back  cases  in  clinic  3- 
5 days/week.  No  weekends.  No  call.  Send  curriculum  vitae  to  Maggie 
Elliott,  Steindler  Clinic,  2403  Towncrest  Drive,  Iowa  City,  Iowa  52240, 
319/338-3606. 


DIABETOLOGIST  — Internist  or  general  practitioner  interested  in  di- 
abetes practice.  Rapidly  growing  practice,  night  and  weekend  call  much 
lighter  than  internal  medicine  or  general  practice  call.  If  interested 
contact  E.  J.  Hertko,  M.D.,  1215  Prospect  Road,  West  Des  Moines,  Iowa 
50265. 


GENERAL  INTERNIST  — BE/BC  internist  with  or  without  subspecialty 
to  join  busy  6 person  established  IM  group.  Regional  referral  center  in 
SE  Iowa  with  large  inpatient  and  outpatient  practice.  Excellent  salary 
and  benefits.  Contact  P,  W.  Scott,  M.D.,  515/682-4594. 


EMERGENCY  PHYSICIAN  — Needed  in  Des  Moines,  Iowa,  BE/BP  in 
EM  or  primary  care  specialty,  ACLS/ATLS,  compensation  negotiable 
based  on  training  and  experience.  Send  CV  to  L.  J.  Baker,  D.O.,  Medical 
Director,  8049  Cobblestone,  Urbandale,  Iowa  50322. 


GENERAL  SURGEON  — Board  certified,  uninsured,  looking  for  com- 
munity where  medical  malpractice  insurance  is  not  required  for  hospital 
staff  membership.  Call  515/279-1094. 


PHYSICIANS  REPORT  TO  FREMONT  COUNTY,  IOWA  STAT!  — 
Unlimited  opportunities  for  an  exciting  physician  practice.  Join  Medical 
Clinic,  P.C.  along  with  3 family  practitioners.  Enjoy  quiet  country  life- 
style and  low  cost  of  living  combined  with  easy  access  to  metropolitan 
areas;  Omaha  — 1 hour,  Kansas  City  — 2 hours,  Des  Moines  — 3 hours. 
Various  outdoor  sports  including  fishing  and  hunting  (deer  and  wild 
turkey  our  specialty).  Contact  Myron  Mortier  at  712/382-1515. 


FOR  SALE  — Technicolor  Showmate,  8mm  portable  viewing  system 
(milnar-fenwick)  with  8 movies;  Quinton  multipurpose  gastrointestinal 
suction  biopsy  instrument;  Procto  table  and  Medi  pump;  3 Diagnostic 
centers  (Welch  Allyn  Otoscope,  Ophthalmoscope);  Sanyo  Memo  scri- 
ber;  Cardiomite  Beck  Lee  EKG  machine;  Burdick  EK/5  A with  stand; 
Devilbis  G5  ultrasonic  nebulizer  respirometer;  3 Tyco  Baurmometer 
mercurial  sphygomanometer;  Adams  physician  compact  centrifuge; 
Digital  VT  220  computer  with  keyboard;  Wyse  computer  with  keyboard 
terminal.  Call  Roni  at  319/753-6767. 


FAMILY  PRACrriCE/INTERNAL  MEDICINE/OB-GYN  — Attractive 
opportunities  (many  on  lakes)  for  BE/BC  physicians  in  Michigan,  Wis- 
consin and  Indiana.  Contact  Bob  Strzelczyk  to  discuss  your  practice 
requirements  and  these  positions.  Strelcheck  and  Associates,  Inc.,  12724 
N.  Maplecrest  Lane,  Mequon,  Wisconsin  53092;  800/243-4353  or  414/243- 
9500  (Wisconsin)  collect. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


TIRED  OF  THE  DES  MOINES  RAT  RACE?  — A growing  multispecialty 
clinic  in  Prairie  du  Chien,  Wisconsin  is  looking  for  aggressive  family 
practice  and  general  internists.  We  have  an  excellent  49-bed  Community 
Hospital.  We  have  excellent  sports  and  living  conditions.  The  school 
system  is  also  well  rated.  Please  contact  Brenda  Jones,  Office  Manager, 
Prairie  Medicine,  Ltd.,  Prairie  du  Chien,  Wisconsin  53821  or  608/326- 
6402. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  family  practice,  invasive  car- 
diology, oncology,  urology,  ophthalmology,  occupational/emergency 
medicine,  pulmonology,  general  vacular  surgery  and  general  internal 
medicine.  The  Mankato  Clinic  is  a 40-doctor  multi-specialty  group  prac- 
tice in  south  central  Minnesota  with  a trade  area  population  of  150,000. 
Guaranteed  salary  first  year,  incentive  thereafter  with  full  range  of 
benefits  and  liberal  time  off.  For  more  information,  call  Roger  Green- 
wald.  Administrator  or  Dr.  B.C.  McGregor  at  507/625-1811  or  write  501 
Holly  Lane,  Mankato,  Minnesota  56001. 


GENERAL  INTERNIST  — Marshfield  Clinic,  a multispecialty  group 
practice  with  over  300  physicians,  is  seeking  BE/BC  general  internist  to 
join  expanding  regional  centers.  Practice  opportunities  range  in  size 
from  multispecialty  groups  of  11  to  25.  Positions  available  in  3 locations. 
One  in  northwestern  Wisconsin,  90  miles  from  Minneapolis;  one  in 
northcentral  Wisconsin  in  close  proximity  to  the  U.  P.  of  Michigan  and 
Lake  Superior  and  one  in  central  Wisconsin  within  35  miles  of  Marsh- 
field. Full  specialty  consultation  readily  available.  Positions  offer  strong 
economic  stability  combined  with  exceptional  recreational,  cultural  and 
educational  opportunities.  Starting  salary  up  to  $89,400  with  salary  in 
2 years  up  to  $113,100.  Fringe  benefit  package  is  outstanding.  Send  CV 
and  references  to  David  L.  Draves,  Director,  Regional  Development, 
1000  North  Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  collect 
715/387-5376. 


FAMILY  PRACTICE  — Marshfield  Clinic,  a multispecialty  group  prac- 
tice with  over  300  physicians,  is  seeking  BE/BC  family  practitioners  to 
join  expanding  regional  centers.  Practice  opportunities  range  in  size 
from  single  specialty  groups  of  3 to  multispecialty  groups  of  25.  Posi- 
tions available  in  6 locations.  Two  in  northwestern  Wisconsin  within 
70  and  90  miles  from  Minneapolis;  2 in  northcentral  Wisconsin  within 
80  and  90  miles  of  Lake  Superior  and  2 in  central  Wisconsin  within  25 
and  35  miles  of  Marshfield.  Full  specialty  consultation  readily  available. 
Positions  offer  strong  economic  stability  combined  with  exceptional 
recreational,  cultural  and  educational  opportunities.  Starting  salary  up 
to  $89,400  with  salary  in  2 years  up  to  $113,100.  Fringe  benefit  package 
is  outstanding.  Send  CV  and  references  to  David  L.  Draves,  Director, 
Regional  Development,  1000  North  Oak  Avenue,  Marshfield,  Wiscon- 
sin 54449  or  call  collect  715/387-5376. 
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ORTHOPEDIC  SURGEONS,  WISCONSIN  — Marshfield  Clinic,  a 
multispecialty  group  practice  with  over  300  physicians,  is  seeking  BE/ 
BC  orthopedic  surgeons  to  join  expanding  regional  centers.  Positions 
available  in  2 locations.  One  in  northwestern  Wisconsin  within  90  miles 
of  Minneapolis  and  one,  a group  practice  of  25  physicians,  in  north- 
central  Wisconsin  approximately  IVi  hours  from  Lake  Superior.  Com- 
munities offer  exceptional  recreational,  cultural  and  educational  op- 
portunities. Compensation  package  with  starting  salary  up  to  $149,100 
combined  with  outstanding  fringe  benefit  package  totals  in  excess  of 
$200,000.  There  is  no  buy-in  or  start-up  expense.  Send  CV  and  refer- 
ences to  David  L.  Draves,  Director,  Regional  Development,  1000  North 
Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  collect  715/387-5376. 


PRACTICE  OPPORTUNITY  — Neurologist,  orthopaedist,  neurosur- 
geon, anesthesiologist  or  general  practitioner  interested  in  treating  pain, 
needed  as  associate  in  well-established  Midwest  Neurosiugical  Practice/ 
Pain  Center  treating  acute  and  chronic  headache  and  pain.  An  oppor- 
tunity to  buy  practice;  drawing  area  of  300,000.  8,000  sq.  ft.  new  clinic 
building  just  across  from  Marian  Health  Center.  If  interested  please 
call  1-800/383-PAIN  or  712/252-4386  or  send  resume  to  Headache  and 
Pain  Control  Center,  P.C.,  700  Jennings  Street,  Sioux  City,  Iowa  51105. 


McCRARY-ROST  CLINIC,  P.C.  — Seeking  a family  physician  to  prac- 
tice with  David  R.  Archer,  M.D.  in  the  Gowrie,  Iowa  office.  The  group 
includes  9 family  physicians,  1 general  internist,  2 general  surgeons 
with  an  environment  to  practice  quality  medicine,  balanced  with  a high 
quality  of  life.  New  building,  call  every  tenth  night  with  adequate  time 
off  for  family  and  other  interests.  For  more  information  contact  David 
R.  Archer,  M.D.  at  515/352-3891  or  Ed  Maahs,  Administrator  at  800/262- 
6230. 


FAMILY  PHYSICIAN  NEEDED  — Academic  department  of  family 
practice  is  recruiting  Board  Certified  family  physicians  to  join  the  full- 
time faculty  of  its  well-established  24-resident  program.  Responsibil- 
ities include  teaching,  research  and  patient  care.  Residency  training  and 
previous  experience  in  these  areas  is  highly  desirable,  as  well  as  ob- 
stetrics skills.  Located  in  a midwestem/Big  Ten  medical,  recreational 
and  cultural  center  of  excellence.  Level  and  type  of  appointment  com- 
mensurate with  credentials  of  applicant.  Send  CV  to  Charles  E.  Driscoll, 
M.D.,  Professor  and  Head,  Department  of  Family  Practice,  University 
of  Iowa  College  of  Medicine,  2149  Steindler  Building,  Iowa  City,  Iowa 
52242.  Women  and  minorities  are  encouraged  to  apply.  The  University 
of  Iowa  is  an  Affirmative  Action/Equal  Opportunity  Employer. 


FAMILY  PRACTICE  OPENING  — Join  established  family  practice  clinic 
near  32-bed  hospital.  Competitive  salary  and  benefits.  Medical  support 
from  7 major  hospitals  with  consultation  and  educational  services.  Fam- 
ily oriented,  supportive  community  in  scenic  northeast  Iowa.  Contact 
Richard  Phillips,  Community  Memorial  Hospital,  PO  Box  519,  Post- 
ville,  Iowa  52162,  319/864-7431. 


EMERGENCY  MEDICINE,  DUBUQUE  — Opening  available  for  qual- 
ified individual  to  join  incorporated  group  of  3 BE/BC  emergency  phy- 
sicians. Unique  and  enjoyable  practice,  excellent  compensation,  com- 
plete career  opportunities  and  highly  livable  community.  Write  NET, 
PC;  do  Mercy  Health  Center,  Emergency  Department,  Dubuque,  Iowa 
52001  or  call  Mark  Singsank,  M.D.  at  319/589-9666. 


STAFF  PSYCHIATRIST,  STUDENT  HEALTH  SERVICE  — To  provide 
psychiatric  evaluation  and  outpatient  psychiatric  treatment  of  students 
who  seek  these  services  at  the  University  of  Iowa  Student  Health  Serv- 
ice. Satisfactory  completion  of  residency  requirements  for  Board  Eli- 
gibility in  psychiatry  is  required.  Send  CV  to  Mary  Khowassah,  M.D., 
Student  Health  Service,  SB,  University  of  Iowa,  Iowa  City,  Iowa  52242. 


PEDIATRICIAN,  BE/BC  — Director  needed  for  pediatrics  department 
at  Broadlawns  Medical  Center,  Des  Moines.  This  county  hospital  has 
an  active  ER,  acute  care  pediatrics  and  a family  residency  program. 
Good  possibility  of  University  of  Iowa  faculty  appointment.  Send  CV 
to  BMC,  18th  and  Hickman  Road,  Des  Moines,  Iowa  50314  or  call  515/ 
282-2319. 


FAMILY  PHYSICIAN  — Busy,  rewarding  2-doctor  practice  in  central 
Virginia.  Beautiful,  friendly  rural  setting  close  to  urban  amenities.  Vir- 
ginia offers  the  ocean,  mountains,  Washington,  D.C.  and  a great  econ- 
omy. For  more  information,  call  A1  Southall,  M.D.,  A.B.F.P.,  Louisa 
Family  Practice,  Louisa,  Virginia  at  703/967-2202. 


MASON  CITY,  IOWA  — Seeking  full-time  and  part-time  physicians 
for  low  volume  75-bed  hospital  emergency  department.  Great  oppor- 
tunity to  develop  “state  of  the  art"  quality  assurance  and  educational 
programs.  Excellent  compensation,  paid  malpractice  insurance  and  full 
benefit  package  to  full-time  staff.  Contact  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  43,  Traverse  City,  Michigan  49684;  1- 
800/253-1795  or  in  Michigan  1-800/632-3496. 


FOR  SALE  — Major  surgical  set,  D and  C,  T and  A and  others.  515/ 
733-4522. 


PHYSICIANS  WANTED  — Expanding  multispecialty  clinic  is  in  need 
of  the  following  specialties:  general  surgeon,  internal  medicine,  non- 
invasive  cardiology,  dermatology,  neurology  and  orthopedic  surgery. 
We  offer  first  year  salary  guarantee,  plus  incentive  and  a broad  range 
of  fringe  benefits.  For  additional  information  write  to  J.  N.  Grand- 
george,  300  South  Kenyon  Road,  Fort  Dodge,  Iowa  50501  or  phone  515/ 
573-4141. 


TRAINING,  RESEARCH  AND  COMPUTER  SERVICES  — Are  you 
doing  services  at  the  speed  of  light?  If  not,  we  can  do  training,  research, 
process  mailing,  billings,  payroll,  word  processing  for  you.  Using  a 
computerized  service  system  can  SAVE  YOU  TIME  AND  MONEY.  Our 
fast  and  reliable  service  can  eliminate  those  hours  of  headaches  by 
giving  you  hands-on  information  you  need  within  minutes.  Call  515/ 
262-7638. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — Group  of  3 Board  Cer- 
tified family  physicians  seeking  a 4th  family  practice  physician.  County 
seat  town,  rural  northwest  Iowa.  Adjacent,  fiscally-sound  hospital.  Ex- 
cellent compensation  package.  For  further  information,  contact  Scott  R. 
Helmers,  M.D.,  Family  Medicine  Clinic,  115  Cedar  Lane,  Sibley,  Iowa 
51249  or  call  712/754-3658. 


GENERAL  SURGEON,  PEDIATRICIAN,  OB/GYN,  PSYCHIATRIST, 
FAMILY  PRACTITIONER  — Growing  16  physician,  multispecialty  clinic 
in  beautiful  northwestern  Wisconsin  seeking  BC/BE  specialists.  At- 
tractive partnership  opportunity  after  one  year.  Come  grow  with  us! 
Contact  John  T.  Henningsen,  M.D.,  Indianhead  Medical  Group,  Ltd., 
1020  Lakeshore  Drive,  Rice  Lake,  Wisconsin  54868  or  phone  715/234- 
9031. 


FAMILY  PRACTICE  — Join  established  busy  practice  in  modern  build- 
ing adjacent  to  61-bed  hospital.  Great  opportunity  in  scenic  community 
of  9,000  and  area  of  20,000.  Modem,  up-to-date  hospital  with  wide  range 
of  services  and  community  programs.  Write  or  call  David  Schweizer, 
M.D.,  13th  and  South  Main  Street,  Charles  City,  Iowa  50616.  515/228- 
5151. 


JOIN  THE  PEACE  CORPS,  BUT  STAY  IN  IOWA  — We  need  primary 
care  physicians  — FP,  IM,  Peds,  OB/GYN  — at  our  not-for-profit  clinic. 
Challenging,  rewarding  practice,  but  with  reasonable  lifestyle,  in  re- 
cently remodeled  facility.  Teaching  opportunities.  Competitive  salary, 
excellent  benefits  package.  Contact  Rebecca  Wiese,  M.D.,  428  Western 
Avenue,  Davenport,  Iowa  52806  or  call  319/322-7899. 


INTERNIST,  DAVENPORT  IOWA  — Seven  physician  multispecialty 
group  seeking  to  add  2nd  internist.  Compensation  package  negotiable. 
Contact  Administrator,  The  Davenport  Clinic,  1820  West  Third  Street, 
Davenport,  Iowa  52802  or  call  319/326-1661. 
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FAMILY  PRACTICE  PHYSICIAN  AND  PHYSICIAN  ASSISTANT 
NEEDED  — Position  available  immediately  for  a family  practice  phy- 
sician and  physician  assistant.  Well  established  clinic  consisting  of  2 
physicians  and  a physician  assistant  in  a northwest  Iowa  town  of  7,500 
with  an  85-bed  hospital  is  seeking  a family  practice  physician  who  does 
OB  and  a physician  assistant  to  join  their  practice.  Malpractice,  health, 
life  and  disability  insurance  are  all  provided.  For  more  information 
contact  Keith  Gamer,  M.D.,  213  North  2nd  Street,  Cherokee,  Iowa  51012 
or  call  712/225-5121. 


UROLOGIST  — Join  the  nation's  largest  health  care  team.  VA  Medical 
Center,  Lincoln,  Nebraska,  seeking  BC/BE  urologist  for  progressive  180- 
bed  medical  center.  Licensure  any  state.  Must  meet  English  Proficiency 
Requirement.  Lincoln  is  a university  town  with  small  town  atmosphere 
and  metropolitan  advantages.  Lincoln  VA  Medical  Center  is  affiliated 
with  the  University  of  Nebraska  for  Urology  Resident  Program.  Com- 
prehensive benefit  package.  Allowable  moving  expenses  payable.  Con- 
tact Dr.  Hirai,  VA  Medical  Center,  600  South  70th  Street,  Lincoln,  Ne- 
braska 68510,  telephone  402/489-3802  Ext.  6750  or  Personnel  Service, 
402/486-7819.  EOE. 


GRAND  ISLAND,  NEBRASKA  — Immediate  opportunity  for  Board 
Certified  or  Board  Eligible  internist  or  family  practice  physician  in  the 
ambulatory  care  section  of  a Veterans  Administration  Medical  Center. 
Excellent  benefits  package.  Contact  or  send  CV  to  Stephen  W.  Maks, 
M.D.,  Chief  of  Staff,  VA  Medical  Center,  2201  North  Broadwell,  Grand 
Island,  Nebraska  68803. 
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MILLARD  K.  MILLS 
AND  COMPANY 

Offering 

COMPLETE  PRACTICE  SURVEYS 
or 

CONSULTATION  ON 
SPECIFIC  CONCERNS 
for 

GROUPS  OR  INDIVIDUAL  DOCTORS 

★ ★★★★★ 

Millard  K.  Mills,  President 
Certified  Professional  Business 
Consultant 
40  years  experience 
Member:  Society  of  Professional 
Business  Consultants 

226  Alta  Vista  Avenue 
Waterloo,  lA  50703 
(319)  232-1197 


"Just  the  tongue  will  do. 
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MOST  OF  THE  ^llEOPLE  IN  THIS 
BUILDING  mVE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 


IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non -physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  affects  our 
patients  and  our  profession! 

Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  W'est  Des  Moines,  Iowa  Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  lA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
contributions  should  be  written  on  a personal  check. 


Physicians'  Directory 


ALLERGY 


ELECTRODIAGNOSIS 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


JOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 

PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/247-8600 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  |R.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  |.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADC:)LESCENTS,  CHIL- 
DREN AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

LANCE  F.  YEOMAN,  D.O. 

1301  PENNSYLVANIA,  SUITE  304 
DES  MOINES  50316 
515/265-7677  OR  800  343-0390 
GENERAL  SURGERY  AND 
ENDOSCOPY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
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In  the  Public  Interest 


Physicians  'Key  Players' 
In  ACS  Efforts 


The  AMERICAN  CANCER  SOCIETY  is  a voluntary 
organization  dedicated  to  the  control  and 
eradication  of  cancer,  and  staff  members  at  the 
ACS  Iowa  Division  are  quick  to  point  out  they 
depend  heavily  on  Iowa  physicians  to  help 
them  reach  this  goal. 

"The  ACS  staff  concentrates  on  getting 
physicians  involved  because  we  can't  institute 
programs  without  them,"  comments  Dianne 
Woods,  medical  affairs  director  for  the  Amer- 
ican Cancer  Society.  "Physicians  are  pivotal 
members  of  the  health  care  team  and  almost 
everything  we  do  involves  them." 

The  ACS  maintains  a list  of  physician  vol- 
unteers throughout  Iowa  who  may  act  as  the 
organization's  local  spokespersons,  provide 
medical  information  for  various  ACS  pro- 
grams and  serve  in  a variety  of  other  public 
education  and  patient  service  functions. 

"We  work  closely  with  family  practice 
physicians  because  they're  generally  the  first 
ones  to  see  cancer  patients,"  adds  Ms.  Woods. 
"In  the  near  future,  we  will  be  sending  a reg- 
ular newsletter  to  Iowa  family  practice  phy- 
sicians. The  newsletter  will  provide  informa- 
tion about  early  detection,  new  resource 
materials  and  other  issues." 

Another  part  of  the  ACS  function  locally 
and  nationally,  says  Ms.  Woods,  is  to  "help 
educate  physicians."  Therefore,  the  organi- 
zation is  also  involved  in  continuing  medical 
education  programs  which  keep  physicians 
abreast  of  the  latest  developments  in  cancer 
research  and  treatment.  The  ACS  is  also  in- 
volved in  continuing  education  for  dentists, 
nurses  and  other  health  care  professionals. 

Because  Iowa  physicians  have  what  Ms. 
Woods  calls  "local  credibility,"  the  ACS  de- 
pends on  them  to  spread  the  word  regarding 


programs  available  to  cancer  patients  and  their 
families.  Most  service  and  rehabilitation  pro- 
grams require  a physician  referral.  The  ACS 
Reach  to  Recovery  program  (for  breast  cancer 
patients),  and  its  laryngectomy  and  ostomy 
visitation  programs  all  depend  on  physician 
referrals.  Through  these  programs,  certified 
and  well-trained  volunteers  visit  patients  in 
the  hospital  or  home  to  assist  them  in  return- 
ing to  normal  life  following  surgery.  The  ACS 
is  in  the  process  of  establishing  CanSurmount 
programs,  volunteer  visitation  programs  for 
other  cancer  patients,  across  the  state. 

The  ACS  also  focuses  on  patient  educa- 
tion and  offers  a series  of  classes  called  "I  Can 
Cope"  which  are  coordinated  by  health  profes- 
sional volunteers  in  many  Iowa  counties.  These 
classes  provide  an  opportunity  to  learn  about 
cancer  treatment,  side  effects,  nutrition  and 
emotional  issues  in  a group  setting. 

"It's  our  responsibility  to  keep  people  as 
informed  as  we  can,"  concludes  Ms.  Woods. 
"Iowa  physicians  are  key  players  in  helping 
us  fulfill  this  responsibility." 

(For  more  information  about  services  and  ed- 
ucational materials  available  through  the  ACS,  call 
118001392-6446.) 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 

VASOTEC  is  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapril  Maieale.  MSO)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tonguejiottis.  and/or  laryru  has  been  reported  in 
patients  treated  with  ACEinhibRors,  includingVASOTEC.  In  such  cases,  VAsOTECshouldbeprompIlydiscontinued  and  the 
patient  carefully  observed  until  theswelling  disappears  In  instances  where  swelling  hasbeenconfinedtothefaceand  lips, 
me  condition  has  generally  resolved  without  treatment,  althocgh  antihistamines  have  been  useful  in  relieving  sm^ioms. 
Angioedema  associated  wim  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glonis,  or 
laryru  likely  to  cause  airway  oostructlon.  appropriate  therapy,  e.g,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS 
Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  healed  with  VASOTEC  alone.  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ol  therapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observw  when  initiating  therapy.  (See  D(5SAGE  AN()  ADMINISTRATION ) Patients  at 
risk  for  excessive  hypotension,  sometimes  associated  wim  oliguria  and/or  progressive  azotemia  and  rarely  wim  acute 
renal  failure  and/or  death,  include  those  wim  the  following  conditions  or  characteristics;  heart  failure,  hyronalremia, 
high-dose  diuretic  therapy  recent  intensive  diuresis  or  inaease  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  inaease  salt  intake  cautiously  before  initialing  therapy  with  VASOTEC  in  patients  at  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adiusiments  (See  PRECAUTIONS.  Dnjg  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ol  treatment  and  whenever  the  dose  of  enalapril 
and  /or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  wim  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  if  necessary  receive  an  intrave- 
nous infusion  ol  normal  saline,  A transient  hypotensive  response  is  not  a contraindication  to  turtha  doses  of  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neulropenia.Agranutocytosis:  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if  they 
also  me  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  who  a causal  relationship  to  enalapril  cannot  be  exclurled  Periodic  monitoring  of  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Rena!  Function:  As  a consequence  ol  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  runclion  may  depend  on  the  activify  ol  the  renin-angiotensin-aldosterone  system,  irealmenl  with  ACE 
inhibitors,  including  VASOTEt).  may  be  associated  wim  oliguria  and/or  progressive  azotemia  and  rarely  wim  acute  renal 
failure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  wim  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  aeaiinine  were  observed  in  20%  of  patients  TTi^  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
tew  weeks  of  therapy 

Some  patients  wim  hypatension  or  heart  failure  wim  no  apparent  preexisting  renal  vascular  disease  have  developed 
inaeases  in  blood  urea  and  swum  aeaiinine.  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  rofuc- 
fion  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSACE  AND  AOhriNISTRATION  ) 

Hyperkalemia-  Elevated  senim  potassium  (>  5.7  mEqL)  was  observed  in  approximately  1%  ol  hypatensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  ol  therapy  in  0 28%  of  hypatensive  patients.  In  clinical  bials  in  heart  failure,  hyperkalemia  was 
observed  in  3,8%  ol  patients,  but  was  not  a cause  for  discontinuation. 

Risk  laclors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus.  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  ifal  all,  with  VASOTEC.  (See  Drug  Inleraclions.) 

SurgeryiAnesthesia:  In  patients  undagoirig  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  If  hypoiension  occurs  and  is 
considaed  to  be  due  to  mis  mechanism,  it  can  be  correclaf  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema:  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril. 
PaHenls  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes.  lips,  longue,  difficulty  in  swallowing  or  breaming)  and  to  lake  no  more  drug  until  ttiey  have 
consulted  wim  the  prescribing  physician 

Hypoiension:  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  lew  days  ol  Ihaapy.  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  me  presaiomg 
physician. 

All  patients  should  be  cautioned  that  excessive  paspiralion  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  of  reduction  in  fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure:  patients  should  be  advised  to  consult  with  me  physician 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

pri^ician 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia. 

NOTE  As  wim  many  otha  drugs,  certain  advice  to  patients  being  treated  wim  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sale  and  effeaive  use  ol  mis  medication.  It  is  not  a disclosure  ol  all  possible  advase  or  intended 
effects 

Drug  Inleraclions: 

Hypotension:  Palienis  on  Diurelic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  ihaapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  ol  therapy  wim 
enalapril  The  possibility  ot  hypotensive  effects  wim  enalapril  can  be  minimized  by  either  discontinuing  the  diuraic  or 
inaeasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril.  If  It  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release:  The  aniihypertensive  effect  ol  VASOTEC  is  augmented  by  antihypatensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Olhec  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  wim  beta-adrenagic-blocking  agents,  meltiyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  riigoxin  wimout  eviifence  ol  clinically  significant 
advase  intaaclions 


Agents  Increasing  Serum  Potassium-  VASOTEC  attenuates  potassium  loss  caused  by  miazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g,.  spironolactone,  triamterene,  or  amilonde).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  inaeases  in  serum  potassium  Therefore,  if  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
in^ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  wim  heart  failure  receiving 


Lilhium:  A lew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  limiurn  and 
were  revasible  upon  discontinuation  ol  bom  drugs.  Although  a causal  relationwip  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  limiurn  is  used  concomitantly  with  VASOTEC  and  saum  lithium  levels  should  be 
monitored  Irequently 

Pregnancy-  Category  C:  There  was  no  letoloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg'kg/day  ol  enalapril 
(333  times  me  maximum  human  dose).  Fetoloxicity.  expressed  as  a decrease  in  avera^  fetal  weight,  occurred  in  rats 
given  1200  mgrirg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  wim  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurr^  in  some  rabbits  at  doses  ol  1 mgkg  day  or 
more  Saline  supplementation  prevented  the  matanal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg'kg  day  but  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose) 


Radioaaivity  was  found  to  aoss  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters 
Thae  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  Howeva.  data  are  available  that  show 
enalapril  aosses  the  human  placenta  Because  the  risk  ol  fetal  toxicity  wim  the  use  ol  ACE  inhibitors  has  not  been  clearly 
defined,  VASOTEC*  (Enalapril  Maieale.  MSO)  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus. 

Postmarkeling  expaience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  w lh  r^rd  to  pregnancy  oulcome. 
Inadvatent  exposure  limited  to  the  first  bimester  ol  pregnancy  rias  not  been  reported  to  affect  fetal  oulcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associaial  with  fetal  and  neonatal  morbidity 
and  mortality. 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  thae  have  been  reports  ol  hypoiension  and  deaeased 
renal  perfusion  in  the  newborn.  OUgohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  funaion  in  the  fetus,  infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  obsaved  lot  hypoten- 
sion. oliguria,  and  hyperkalemia  If  oliguria  ocars.  attention  should  be  directed  toward  support  ol  blood  pressure  and 
renal  penusion  wim  (he  administration  of  fluids  and  pressors  as  apprppiiale  Problems  associated  wim  prematurity  such 
as  patent  duflus  artaiosus  have  occurred  in  association  with  matanal  use  ol  ACE  inhibitors,  but  it  is  not  clear  whetha 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  ot  the  underlying  prematurity 
Nursing  Mothers:  Milk  in  lactating  rats  contains  radioactivity  following  administration  ol  t*C  enalapril  maieale  It  is  not 
known  whetha  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  seaaed  in  human  milk,  caution  should  be 
exacised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use:  Safety  and  effectiveness  In  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10.000  patients,  including  ova  1000 
patients  heated  tor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  lolaated  in  conholled  clinical  trials 
involving  2987  patients. 

HYPERTENSION:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%).  and  fatigue  (3%). 

Otha  advase  expaiences  occurring  in  greater  than  1%  ot  patients  treated  wim  VASOTEC  in  conholled  clinical  hials 
wae.  diarrhea  (1 4%),  nausea  (1.4%),  raai  (1 4%).  cough  (1.3%),  orthostatic  etfeas  (1.2%).  and  asthenia  (1 1%) 
HEART  FAILURE:  The  most  frequent  clinical  advase  expaiences  in  bom  controlled  and  unconholled  hials  wae:  dizzi- 
ness (79%).  hypotension  (6,7%).  orthostatic  etfeas  (2  2%),  syncope  (2  2%).  cough  (2.2%).  chest  pain  (2 1%).  and 
diarrhea  (2.1%). 

Otha  advase  expaiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  bom  conholled  and  uncon- 
holled ainical  trials  wae:  fatigue  (T8%),  headache  (1 8%),  abdominal  pain  (1 6%).  asthenia  (1 6%).  ormostatic  hypo- 
tension (1,6%).  vertigo  (1.6%).  angina  peaoris  (1.5%).  nausea  (1.3%).  vomiting  (1 3%).  bronchifis  (1,3%).  dysphea 
(l  3%).  urinary  trad  mledion  (l.3%),  rash  (1.3%).  and  myocardial  inlardion  (1 2%) 

Otha  serious  dinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  advase  expaiences  occuning  in 
0.5%  to  1%  of  patients  wim  hypatension  or  heart  failure  in  clinical  hials  in  orda  of  decreasing  sevaity  wimin  each 
category: 

Cardiovascular  Cardiac  arrest:  rrtyocardial  infarction  or  caebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  cardix  arrest,  pulmonary  embolism  and  mfaraion. 
rhythm  disturbances:  atrial  fibrillation,  palpitation. 

Digestive-  Ileus,  panaealitis.  hepatitis  or  cholestatic  jaundice,  melena.  anorexia  dyspepsia,  constipation,  glossitis. 
NervousiPsychiatric:  Depression,  confusion,  ataxia,  somnolence,  insomnia  navousness.  paresthesia 
Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory:  Bronchospasm.  rhinorrhea.  asthma,  uppa  respiratory  infedion 
Skin:  Heqieszosta  pmrllus.  alopecia,  flushing,  photosensitivity 

Other:  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  bluhed  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  fever  myalgia  and  armralgia,  an  elevated  aymrocyte  sedi- 
mentation rate  may  be  present  Rash  ot  otha  damatologic  manifestations  may  ocoir  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%),  Angioedema  associated  wim 
laryngeal  edema  may  be  fatal  If  angioalema  ol  the  lace,  extremities,  lips,  tongue,  glohis.  and/or  larynx  occurs,  heat- 
ment  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARN'NGS.) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0.5%  ol  patients 
follow  mg  the  initial  dose  or  during  extended  tnaapy  Hypotension  or  syncope  was  a cause  for  discontinuation  ot  therapy 
in  0.1%  of  hypertensive  patients  in  heart  failure  pafiems,  hypoiension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ol  patients.  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  ihaapy  in  1.9%  of  patients  with  heart  failure. 
(See  WARNINGS.) 

Clinical  Latxiratory  Test  Findings: 

Senm  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Crealinine.  Blood  Urea  Nitrogen:  In  controlled  dinical  trials,  minor  increases  in  blood  urea  nitrogen  and  senrm  aeati- 
nine.  revasible  upon  discontinuation  of  therapy  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  inpatients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  palienis  with  fieart  failure  who  wae  also  receiving  diuretics  wlh  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  saum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and  or  otha  concomitant  diuraic  therapy,  wae  obsaved  in  about  11%  ol  patients.  Inaeases  in  blood  urea 
nitrogen  or  creatinine  wae  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hemaloail:  Small  deaeases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0.3  g % 
and  1.0  vol  %.  respedively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0.1%  ol  patients  discon- 
tinued therapy  due  to  anemia. 

Other  (Causal  Relationship  Unkno-tm):  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia  and  bone 
marrow  depression  have  fieen  reported 

Liver  Function  Tests:  Elevations  ol  liva  enzymes  and  /or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diurelic.  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  of  VASOTEC.  The  diurelic  should,  if  possible  be  discon- 
tinued lor  two  to  three  days  before  beginning  thaapy  with  VASOTEC  to  reduce  the  likelihood  of  hypoiension.  (See 
WARNINGS.)  If  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuraic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  unda  medical  supavision  for  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lot  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Inleraclions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily,  the  antihypertensive  etfeci  may  diminish  toward  the  end  ol  the  dosing  interval, 
in  such  patients,  an  inaease  in  dosage  or  rwice-daily  administration  should  be  considaed  If  blood  pressure  is  not  con- 
boiled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  inaeases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  AdiustmenI  in  Hypertensive  Palienis  w Ih  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  wilh  a aeaiinine  clearance  >30  mL  mm  (serum  aeatinme  ol  up  to  approximately  3 trig  dLT  For  patients  with 
aeatinine  clearance  «30mL  mm  (serum  aeaiinine  ^3mg  dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure:  VASOTEC  is  indicated  as  adjunctive  thaapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily  Afta  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
for  at  feast  two  hours  anti  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS. Dniglnieractions.)  If  possible,  the  dose  ol  the  diuraic  should  be  reduced,  which  may  diminish  the  likelihood 
ol  hypotension.  The  appearance  of  hypotension  after  the  Initial  dose  of  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  rirug.  following  effeaive  management  ol  the  hypotension  The  usual  thaapeulic  dosing  range  for 
bre  treatment  ol  heart  failure  is  5 to  2(Jmg  dai  ly  given  m two  divided  doses  The  maximum  dai  ly  dose  is  40  mg  Once-daily 
dosing  has  been  ebective  in  a controlled  study,  out  nearly  all  patients  in  bus  study  were  given  40  mg.  the  maximum  rec- 
ommended daily  dose,  and  biere  has  been  much  more  experience  w th  twice-daily  dosing  In  addition,  m a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  patients  were 
treated  with  2.5  to  40  mg  pa  day  of  VASOTEC.  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  Ph.aR- 
MACOLOGY,  Pharmacodynamics  and  Clinical  Ellects.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hariidy- 
namic  response  (See  WWNINGS.) 

Dosage  Adjustment  in  Heart  Failure  Patients  vnth  Renal  tmpamnenl  or  Hyponatremia  In  heart  failure  patients  with 
hyponabemia  (semm  sodium  <130  mEq/L)  or  wibi  senjm  creatinine  >1.6  mg  dL  biaapy  should  be  initiated  at  2.5  rng 
daily  unda  close  medical  supervision.  (S^  DOSAGE  ANO  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRET 
CAUTIONS,  Drug  Interactions.)  The  dose  may  be  increased  to  2.5  mg  b.i  d..  bien  5 mg  b i d.  and  higher 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  if  at  the  time  ol  dosage  adjusment  biae  is  not  MSD 
excessive  hypotension  or  significant  detaioration  of  renal  function  The  maximum  daily  dose  is  40  mg 
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goods.  To  Iowa  physicians,  exclusively. 

What  goods? 

• Good  growth  in  financial  capacity  and  number  of  insured  physicians! 
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Thinking 

COMPUTER? 


For  the  first  time?  To  upgrade  an  older 
system?  Most  Iowa  physicians  know  the 
computerized  office  has  an  edge.  In 
helping  deliver  quality  care.  In 


optimizing  the  revenue  stream.  In 
maintaining  regulatory  compliance.  As 
you  contemplate  your  particular 
computer  needs,  we  invite  you  to  . . . 


Think 

I MS/CAP! 


As  a benefit  to  members  of  the 
Iowa  Medical  Society,  we’ve  offered 
the  IMS/CAP  since  1986.  It  stands  for 
Iowa  Medical  Society  Computer 
Assistance  Program.  You’re  invited  to 
use  any  of  its  three  components: 


(1)  attend  a periodic  educational  seminar; 

(2)  ask  for  a feasibility  study  to  help  you 
assess  the  need,  justify  the  cost  and 
develop  a plan,  and  (3)  review  the  IMS- 
endorsed  AMOS  system.  So  we  invite  you 
to  . . . 


Think 

AMOS! 


AMOS  stands  for  Automated  Medical 
Office  System.  It  was  endorsed  by  the 
IMS  when  the  CAP  first  began.  AMOS  is 
used  in  over  30  Iowa  medical  offices/ 
clinics.  The  system  is  produced  and 


supported  by  Medical  Computer 
Management,  Inc.  (MCMI).  AMOS  can  be 
configured  for  large  and  small  medical 
practices.  It  merits  a look.  Call  IMS 
SERVICES  for  information. 


IMS  SERVICES  — A subsidiary  of  the  Iowa  Medical  Society 
Suite  232  - 1231  Eighth  Street,  West  Des  Moines,  Iowa  50265 
Telephone  - 515/223-2816  or  800/642-6054 
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Why  We  Have 
Disaster  Drills 

The  importance  of  a fine-tuned  commu- 
nity disaster  plan  has  never  been  thrown 
into  sharper  focus  than  in  Sioux  City,  Iowa 
on  July  19,  1989. 

On  that  day,  our  attention  turned  to  a 
cornfield  outside  that  western  Iowa  commu- 
nity, where  a DCIO  crash-landed  and  broke 
into  3 pieces,  leaving  a trail  of  wreckage  and 
injured  people.  On  that  day,  people  all  over 
the  world  saw  the  competence  and  caring  of 
Sioux  City's  health  care  workers.  Amidst  the 
tragedy,  lowans  had  reason  to  be  proud. 

Two  hospitals  — Marian  Health  Center 
and  St.  Luke's  Regional  Medical  Center  — 
had  less  than  one  hour  to  prepare  for  what 
would  be  one  of  the  worst  aviation  disasters 
in  U.S.  history.  Yet,  dozens  of  physicians, 
nurses,  paramedics,  firefighters  and  National 
Guard  personnel  responded  as  a well-oiled 
machine  to  the  tragic  crash  of  United  Air- 
lines Flight  232. 

Within  45  minutes  after  the  jet  went 
down  in  a cornfield  near  Sioux  City's  Gate- 
way Airport,  all  of  the  approximately  40  crit- 
ically injured  patients  had  been  transported 
to  hospitals.  In  a little  over  3 hours,  all  sur- 
vivors had  been  evacuated  from  the  site. 

Of  the  296  passengers  aboard  the  crip- 
pled jet,  185  survived.  Physicians  who  di- 
rected the  passengers'  treatment  say  many 
more  would  have  died  had  the  community 


not  conducted  such  a well-coordinated  res- 
cue effort. 

Sioux  City's  annual  disaster  drills  played 
a vital  role  in  the  excellent  and  effective  re- 
sponse July  19.  Ironically,  last  year's  drill 
simulated  an  airline  crash  involving  200  pas- 
sengers. When  the  mock  disaster  became  a 
reality,  the  plan  fell  into  place  with  "impec- 
cable timing,"  according  to  David  Greco, 
M.D.,  the  first  physician  on  the  crash  scene. 

Any  of  us  who  ever  complained  about 
having  to  go  through  disaster  drills  can  find 
a lesson  in  the  words  of  Scott  Pennepacker, 
M.D.,  a Sioux  City  pathologist,  "We've  been 
doing  disaster  drills  to  the  point  of  absolute 
boredom  for  years.  I think  we'll  all  take 
them  a little  more  seriously  now." 

I wholeheartedly  commend  Sioux  City 
physicians,  nurses  and  other  medical  per- 
sonnel for  meeting  the  challenge  so  heroi- 
cally. 


aJlA 

Donald  F.  Rodawig,  M.D. 

President 
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out  of  the  management 
. software  maze. 


With  a Macintosh® 
computer  and  MediMac® 
software  from  Healthcare 
Communications,  managing 
your  practice  is  as  easy  as 
pointing  and  pushing  a button.  MediMac  provides 
all  the  functions  you  need  to  improve  the  profit- 
abihty  of  your  practice.  Healthcare  Communications 
was  the  first  to  harness  the  power  of  the  Macintosh 
for  the  medical  profession.  Today,  we’re  still  leading 
with  new  enhancements  and  expanding  services, 
offering  additional  products  including  pavToll, 
scheduhng,  and  general  ledger. 


Ov'er  1,200  Healthcare  Communications 
chents  can  give  you  a second  opinion.  Just  call 
toll  free  1-800-888-4344  for  our  list  of  references 
or  a demonstration.  You’ll  see  that  the  best  way  to 
avoid  false  starts  and  wrong  turns  is  to  go  with  a 
company  that  is  first.. .time  after  time. 

'’Ji 

Healthcare 

COMMUNICATIONS 
First... time  after  time. 


Authorized 
Value  Added  Reseller 


®Macintosh  is  a registered  trademark  of  .Vpple  Computer.  Inc. 
® MediMac  is  a trademark  of  Healthcare  &;mmunications. 


301  South  68th,  Suite  500,  Lincoln,  .\E  68510,  Dept.  15B 
800-888-^344  515/961-8348 
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The  Gazebo  that 
Dr.  Young  Built 


IF  THE  CLARION  HISTORICAL  SOCIETY  choOSe  a 
patron  saint,  it  would  have  to  be  Dr.  Rich- 
ard Young. 

When  IOWA  medicine  staff  members  vis- 
ited that  small  northcentral  Iowa  town  re- 
cently, it  didn't  take  long  to  discover  several 
notable  landmarks  in  which  Dr.  Young  has 
taken  a very  pro- 
ductive personal 
interest.  In  fact, 
the  Clarion  gaze- 
bo which  so  pic- 
turesquely graces 
this  month's  cover 
was  Dr.  Young's 
brainchild. 

"My  wife  and 
I were  in  Du- 
buque and  saw  a 
gazebo,"  relates 
Dr.  Young,  a semi- 
retired  family 
practice  physician 
whose  boundless 
energy  belies  his  age.  "She  said,  'I  wish  Clar- 
ion had  one  of  those.'  " 

In  actuality,  there  was  a gazebo  in  Clarion 
before  the  turn  of  the  century  but  all  that  re- 
mained of  it  was  an  old  picture  postcard. 

That  was  enough  for  Dr.  Young  who  was, 
in  1977,  a full-time  physician  and  part-time 
master  craftsman  and  artist.  He  used  a mi- 
crometer and  the  postcard  to  make  a scale  de- 
sign of  the  old  gazebo,  solicited  contributions 
and  began  building. 

While  Dr.  Young  spearheaded  the  proj- 
ect, many  other  Clarion  residents  donated 


hours  of  labor.  The  gazebo,  located  in  a city 
park  in  the  center  of  town,  was  dedicated  June 
30,  1979  at  a "Day  of  Music"  which  has  now 
become  an  annual  event  in  Clarion.  Dr.  Young 
won  a national  award  from  Mechanics  Illus- 
trated magazine  for  his  work  on  the  gazebo. 
Obviously  not  one  to  let  the  Clarion  grass  grow 

under  his  feet.  Dr. 
Young  has  count- 
less other  projects 
in  progress  and 
spends  hours  in 
his  well-equipped 
workroom.  He 
was  instrumental 
in  saving  and  res- 
toring the  old 
Clarion  railroad 
depot  and  school- 
house.  Both 
buildings  are  fa- 
vorite haunts  for 
visitors  to  Clar- 
ion. 

Impressively,  Dr.  Young  is  also  a talented 
artist  and  gardener.  His  home  is  decorated  with 
several  of  his  charcoal  drawings  and  wood 
carvings,  not  to  mention  antique  furniture  he 
has  restored  beautifully.  His  well-groomed 
lawn  is  filled  with  flowers.  And,  visitors  to  the 
Young  home  just  may  be  treated  to  a musical 
solo  by  Dr.  Young's  wife,  Betty,  an  excellent 
musician  who  specializes  in  Blue  Grass  music 
on  the  fiddle  and  autoharp. 

It's  not  easy  to  imagine  one  family  having 
so  much  talent,  but  one  thing  is  sure  — Clarion 
is  lucky  to  have  the  Youngs. 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 
And  when  we  go  to  battle,  our  winning 
record  is  unsuqiassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liabilitv  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  tliis  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  Witfi  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


I want  a 

malpractice  carrier 


that  knows  how  to 
fiffht.  That’s  why 
I’m  with  Medical 


Protective. 


fej  P iityi  e w m st 

Serving  Iowa  Physicians  Since  1920. 


Gerry  Smeader,  Suite  512,  Merle  Hay  Tower,  5800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Steve  Seekins 


Questions  and  Answers 


AM  A Targets  Cholesterol 


The  American  Medical  Association's 
'Campaign  Against  Cholesterol'  is  dis- 
cussed by  Steve  Seekins^  vice  president 
of  public  and  professional  communi- 
cations for  the  AMA. 


What  are  the  components  of  the  AMA's  Cam- 
paign Against  Cholesterol? 

The  campaign  has  a variety  of  compo- 
nents directed  to  both  physicians  and  the  pub- 
lic. The  AMA  hopes  to  educate  both  groups 
about  the  dangers  of  high  cholesterol.  We  want 
physicians  to  have  the  latest  information  on 
available  treatments  and  how  to  advise  pa- 
tients with  high  cholesterol  levels. 

The  physician  education  components  in- 
clude CME  television  programs  and  a physi- 
cian's office  kit.  The  public  education  com- 
ponents of  the  program  include  coverage  in 
broadcast  and  print  media,  a cholesterol  re- 
duction course  offered  in  147  hospitals  across 
the  U.S.  and  a book  entitled  Count  Out  Cho- 
lesterol, available  nationally  in  Waldenbooks 
and  B.  Dalton  bookstores. 

Why  did  the  AMA  single  out  cholesterol? 

Heart  disease  is  still  our  nation's  leading 
killer,  claiming  over  500,000  lives  each  year. 
Many  of  these  deaths  are  preventable  if  pa- 
tients would  make  lifestyle  changes.  Many 
Americans  understand  the  link  between 


smoking,  high  blood  pressure  and  coronary 
heart  disease;  however,  fewer  Americans  un- 
derstand the  role  played  by  high  cholesterol. 

Physicians,  too,  must  be  reminded  of  cho- 
lesterol's role  in  coronary  heart  disease.  To- 
day, only  cholesterol  levels  below  200  mg/dl 
are  considered  acceptable  and  the  AMA's  cam- 
paign apprises  physicians  of  this  and  other 
developments. 

What  are  the  objectives  of  the  campaign? 

The  AMA  hopes  the  national  cholesterol 
average,  currently  about  210  mg/dl,  will  fall 
under  200  mg/dl. 

Also,  the  AMA's  mission  statement  calls 
for  development  of  this  type  of  program  and 
the  Campaign  Against  Cholesterol  is  one  of 
many  public  health  programs  spearheaded  by 
the  AMA.  An  important  part  of  the  campaign 
is  also  providing  physicians  with  the  tools  they 
need  to  help  patients. 

As  James  Sammons,  M.D.,  AMA  execu- 
tive vice  president  commented,  "When  the  war 
on  cholesterol  related  heart  disease  is  won,  we 
will  all  be  able  to  say  we  led  the  battle." 

What  are  future  directions  for  the  campaign? 

In  1990,  the  Campaign  Against  Choles- 
terol will  begin  to  offer  the  cholesterol  reduc- 
tion course  in  worksites  and  will  tailor  the 
course  so  physicians  can  offer  the  program  to 
patients  in  their  offices. 

For  more  information  call  Laura  Quinn  at 
312/645-4444. 
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Letters  to  the  Editor 

Eye  Opener 

Dear  Editor: 

Your  editorial  on  "Success"  (The  Editor 
Comments,  July,  1989)  was  an  eye  opener.  I 
liked  it  very  much.  — Saheb  Sahu,  M.D.,  Des 
Moines,  Iowa. 

Crisis  of  Values 
Erodes  Health  Care 

Dear  Editor: 

In  a society  that  spends  $97  billion  on 
alcohol  and  cigarettes,  $3  billion  on  Super 
Bowl  gambling  and  $300  billion  on  peace- 
time armaments,  what  can  be  wrong  with 
spending  12%  of  our  gross  national  product 
on  health  care?  What  good  is  anything  else 
if  we  can't  have  a relatively  pain-free  life? 

Nothing,  one  could  answer,  although 
there  are  those  who  find  painful  the  idea 
that  by  the  year  2000  roughly  20%  of  our 
GNP  will  be  spent  on  health  care,  if  health 
care  costs  continue  to  increase  as  they  have. 

They  won't.  I'm  willing  to  bet.  I'm  also 
willing  to  bet  it's  going  to  be  much  more  dif- 
ficult for  most  of  us  to  get  — and  pay  for  — 
quality  care. 

We're  already  seeing  the  evidence.  The 
Census  Bureau  reported  in  1986  that  there 
are  37  million  uninsured  Americans.  The 
Commerce  Department  tells  us  of  over 
40,000  American  infant  deaths  annually. 
There  are  charges  of  health  system  corrup- 
tion, conflict  of  interest,  poor  quality  care, 
provider  and  insurer  price  gouging,  antitrust 
violations  and  other  patient  abuses. 

Republicans  recommend  a basic  busi- 
ness model  to  solve  health  care  problems. 
Democrats  promote  government  as  a solu- 
tion. Both  parties  focus  on  the  ineffective- 
ness and  dishonor  felt  to  be  rampant  among 
health  providers.  Features  of  both  Republi- 
can and  Democratic  programs,  have  been 
implemented,  thereby  creating  health  busi- 
nesses that  are  so  regulated  they  cannot 
compete  and  a government  model  (Medicare 
and  Medicaid)  acting  enough  like  a poorly 


managed  business  to  give  the  appearance  of 
a corrupted  agency. 

As  a result,  strategies  to  hold  down 
costs  are  counterproductive,  even  chaotic. 
State  and  federal  agencies,  several  HMOs 
and  other  major  insurers  have  created  rules 
that  must  be  met  before  you  can  go  to  a hos- 
pital. The  crazy  part  is  each  agency  and  in- 
surer has  different  rules.  The  rules  are  based 
more  on  fiscal  biases  than  on  a rational 
scheme  for  fairly  distributing  health  re- 
sources. The  values  that  form  the  basis  for 
payment  seem  to  be  payer  or  provider-cen- 
tered. 

Society  must  come  to  grips  with  the 
reality  that  provider  troubles  are  only  symp- 
tomatic of  the  real  problem.  Other  possible 
symptoms  include:  $25  billion  in  profits 
made  by  passive  stockholders  in  health  com- 
panies; billions  generated  by  consultants  at- 
tempting to  fix  the  health  system;  dying  el- 
derly patients  kept  alive  on  tubes  because 
families  cannot  bear  to  grieve;  young  and 
middle-aged  adults  who  want  perfect  bodies 
and  minds,  using  millions  of  dollars  on 
quack  cures  and  fad  treatments. 

This  country's  health  care  "problem" 
represents,  in  reality,  a crisis  of  values. 

In  a society  that  fails  to  establish  values 
to  stem  teenage  pregnancy,  it  is  impossible 
to  constrain  infant  mortality.  In  a society 
that  has  great  difficulty  accepting  loss  but 
finds  no  difficulty  placing  blame,  it  may  be 
difficult  to  find  consensus  on  those  values 
that  will  help  us  reorder  the  health  care  sys- 
tem. The  concept  of  personal  sacrifice  for  the 
greater  good  seems  foreign  to  many  Ameri- 
cans and  cultural  selfishness  may  be  coming 
to  rest  in  our  health  care  system. 

Paul  Starr,  author  of  The  Social  Transfor- 
mation of  American  Medicine,  believes  our 
health  care  crisis  was  created  by  "profes- 
sional sovereignty,"  or  control  of  the  health 
care  system  by  doctors'  attempts  to  accure 
wealth  and  power.  Some,  however,  believe 
the  medical  sovereignty  — provider  greed  — 
is  simply  a reflection  of  society. 

Our  saving  grace  is  the  adaptability  and 
responsiveness  of  the  American  electorate. 
The  American  conscience  will  awaken  to  at- 
tack inequity  and  needless  suffering.  It  may 
take  a while,  but  Americans  will  find  the 
cure.  — Stephen  Gleason,  D.O.,  West  Des 
Moines. 
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Rural  Health  Conference 

The  Governor's  Task  Force  on  Rural 
Health  is  planning  a Rural  Health  Confer- 
ence for  (October  3 and  4 at  Stouffer's  in  Ce- 
dar Rapids. 

The  conference  is  designed  to  provide 
an  educational  forum  to  improve  rural 
health  in  Iowa.  Physicians  and  other  health 
care  providers,  purchasers  and  consumers 
are  invited  to  the  event. 

For  registration  information,  contact  the 
Iowa  Department  of  Public  Health  at  515/ 
281-5787. 

Psyllium  in  Metamucil 
Lowers  Cholesterol  Levels 

A study  published  in  the  Journal  of  the 
American  Medical  Association  says  that  psyl- 
lium, an  ingredient  in  Metamucil,  can  have  a 
significant  effect  on  lowering  blood  choles- 
terol levels. 

"The  most  significant  part  of  this  is  it's 
the  first  study  to  demonstrate  psyllium  — a 
natural,  soluble  fiber  — as  a useful  addition 
to  a low-fat,  low-cholesterol  diet  and  shows 
it  causes  a further  reduction  in  blood  choles- 
terol," says  Larry  Bell,  M.D.,  director  of  Car- 
diovascular Risk  and  Lipid  Service  at  Henne- 
pin County  Medical  Center. 

Bell  was  one  of  5 researchers  who 
worked  on  the  20-week  study  during  1987- 


1989  while  he  was  associate  director  of  the 
Heart  Disease  Prevention  Clinic  at  the  Uni- 
versity of  Minnesota. 

Bell  says  that  for  many  people  with  ele- 
vated cholestrol  levels,  daily  doses  of  psyl- 
lium combined  with  the  proper  diet  may  be 
all  the  therapy  they  need  to  control  their 
high  cholesterol.  The  same  combination  may 
also  serve  as  an  alternative  to  drug  therapy 
for  a significant  number  of  people,  helping 
them  avoid  the  expense  and  side  effects  of 
drug  therapy. 

By  the  end  of  the  study,  nearly  half  the 
study  subjects  who  initially  were  considered 
to  be  in  the  high-risk  group  because  of  their 
elevated  cholestrol  levels  had  shown  enough 
improvement  to  be  categorized  in  the  bor- 
derline risk  group.  Similarly,  almost  half  the 
participants  who  started  out  in  the  border- 
line risk  group  lowered  their  cholestrol  lev- 
els to  the  point  where  they  moved  into  the 
normal  cholesterol  level  range. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


Seeking  improved  portfolio  results? 

Piper  Investment  Consulting 

Professionals  in  manager  selection  • Accounts  from  $250,000 
Contact:  Rod  Woods,  Investment  Executive 

244-9111  or  1-800-333-6008 


SINCE  1895  MEMBERSIPC  MEMBER  NEW  YORK  STOCK  EXCHANGE,  INC 


300  HUB  TOWER,  699  WALNUT  ST,  DES  MOINES,  lA  50309 


02/89-0373 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 

“UPDATE  ON 
INFECTIOUS  DISEASES” 

NOVEMBER  1,  1989 

THIS  6-HOUR  SEMINAR  WILL  IDENTIFY,  DEFINE  AND  PROVIDE  SPECIFIC  INFORMATION  RELATING  TO 
RESEARCH  DATA  COLLECTION  AND/OR  CURRENT  DIAGNOSTIC  AND  MANAGEMENT  CONCEPTS  IN  THE 
AREAS  OF: 


AEROBIC  AND  ANAEROBIC  INFECTIONS 

HERPES 

AIDS 

NEUTROPENIA 
PEDIATRIC  MENINGITIS 
NOSOCOMIAL  INFECTIONS 
BLOODSTREAM  INFECTIONS 
ANTIBIOTIC  METABOLITES 
LOWER  RESPIRATORY  TRACT 
SURGICAL  PROPHYLAXIS 

REGISTRATION:  8:00  a.m. 

PROGRAM:  8:30  a.m.  — 3:45  p.m. 

THIS  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVERSITY 
AVENUE  IN  DES  MOINES,  IOWA.  BROCHURES  ANNOUNCING  GUEST  FACULTY,  PROGRAM  AGENDA  AND 
REGISTRATION  INFORMATION  WILL  BE  MAILED  8 WEEKS  IN  ADVANCE  OF  THE  SEMINAR  TO  ALL  MEMBERS 
OF  THE  IOWA  MEDICAL  SOCIETY.  THOSE  PHYSICIANS  OR  OTHER  HEALTH  CARE  PROFESSIONALS 
REQUIRING  ADDITIONAL  INFORMATION  MAY  CONTACT  THE  DEPARTMENT  OF  MEDICAL  EDUCATION, 
MERCY  HOSPITAL  MEDICAL  CENTER,  AT  THE  ADDRESS  OR  TELEPHONE  NUMBER  GIVEN  BELOW. 

PARKING  IS  AVAILABLE  ADJACENT  TO  THE  MERCY  EDUCATION  CENTER. 


Approved  by  Mercy  Hospital  Medical  Center,  an  IMS-ac- 
credited CME  organization,  for  6 hours  Category  1/A.M.A. 
Physicians'  Recognition  Award. 

Nursing  CEU's:  0.7  (7  contact  hours) 

Application  has  been  made  for  additional  accreditations. 


Physician  Fee $55.00 

Physician's  Assistant  Fee  $25.00 

Nursing  Fee  $25.00 

Paramedical  Fee  $25.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


SPONSOR:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY  AVENUE 
DES  MOINES,  IOWA  50314 
(515)  247-3042 


Managing  Lipid  Disorders 


HELMUT  G.  SCHROTT,  M.D. 
Iowa  City,  Iowa 


Evidence  that  lowering  cholesterol  pre- 
vents coronary  heart  disease  is  well-es- 
tablished. The  author  discusses  diet  and 
drug  therapies  and  discusses  patient  ad- 
herence problems. 


CORONARY  HEART  DISEASE  (CHD)  CauseS 
more  than  550,000  deaths  each  year  — 
about  one  death  per  minute.  There  has  been 
a decline  in  the  mortality  rate  from  coronary 
artery  disease,  but  it  remains  the  most  fre- 
quent cause  of  death. ^ A number  of  factors 
have  been  identified  as  strongly  associated  with 
coronary  heart  disease.^  Uncontrollable  factors 
include  male  sex,  advancing  age  and  unde- 
fined genetic  factors.  Modifiable  risk  factors 
include  smoking,  high  blood  pressure,  high 
blood  cholesterol  level,  low  HDL-cholesterol 
level  (<35  mg/dl),  severe  obesity  (>30%  over- 
weight), diabetes  mellitus,  physical  inactivity 
and  behavior  patterns.  Each  of  these  appear 
to  have  a strong  familial  component.  The  focus 
of  this  article  is  management  of  hypercholes- 
terolemia and  other  lipid  problems. 


Dr.  Schrott  is  an  endocrinologist  associated  with  the  University  of 
Iowa  Lipid  Research  Clinic. 


Treatment  Guidelines 

The  Consensus  Conference  on  Lowering 
Blood  Cholesterol  to  Prevent  Heart  Disease 
convened  (Dec.  10-12,  1984)  to  review  avail- 
able data. 3 Genetic,  experimental,  epidemiol- 
ogical and  clinical  intervention  studies  over- 
whelmingly support  a causal  relationship 
between  blood  cholesterol  level  elevations  and 
increased  frequency  of  coronary  heart  disease. 
Findings  from  diet  trials  and  drug  intervention 
studies  strongly  support  the  statement  that 
lowering  blood  cholesterol  levels  reduces  cor- 
onary heart  disease  incidence  and  reduces  pro- 
gression of  existing  disease. For  every  1% 
reduction  in  blood  cholesterol  there  is  a 2% 
reduction  in  coronary  disease  rate.  A 20%  re- 
duction in  blood  cholesterol  level,  e.g.,  300 
mg/dl  to  240  mg/dl,  would  result  in  a 40%  re- 
duction in  coronary  heart  disease  risk,  prob- 
ably greater  if  intervention  was  begun  earlier 
in  life.  Intervening  after  a myocardial  infarc- 
tion or  coronary  artery  bypass  surgery  is  as- 
sociated with  reduced  mortality  and  decreased 
progression  of  atherosclerotic  plaques  (1  in  6 
show  reversal). 

Adults  20  years  old  and  older  should  have 
their  cholesterol  level  measured.  Persons  with 
high  blood  cholesterol  levels  (>240  mg/dl)  re- 
quire fasting  lipoprotein  testing.  Cholesterol 
levels  may  be  classified  as  follows: 

Category  Total  Cholesterol  LDL-Cholesterol* 

Desirable  level  <200  mg/dl  <130  mg/dl 

Borderline-high  risk  200-239  mg/dl  130-159  mg/dl 

High  risk  >240  mg/dl  >160  mg/dl 

*LDL  = Low  Density  Lipoprotein 


THE  IOWA  MEDICAL  FOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT  SCIENTIFIC 

PRESENTATION  FOR  SEPTEMBER  1989 
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TABLE  1 


Those  with  total  cholesterol  200-239  mg/ 
dl  (borderline-high  risk)  were  divided  into  2 
groups:  1)  Those  without  definite  CHD  or  2 
other  CHD  risk  factors  (one  of  which  can  be 
male  sex)  should  receive  dietary  information 
and  be  rechecked  annually;  2)  Those  with  def- 
inite CHD  or  2 other  CHD  risk  factors  (one  of 
which  can  be  male  sex)  should  proceed  to  fast- 
ing lipoprotein  analysis  with  further  action  de- 
pendent upon  the  LDL-cholesterol  level, 
knowledge  of  HDL-cholesterol  and  the  LDL/ 
HDL  ratio  (infra  vide). 

CHD  risk  factors  include  family  history  of 
premature  heart  disease,  cigarette  smoking, 
high  blood  pressure,  low  level  of  HDL-cho- 
lesterol (<35  mg/dl),  diabetes,  history  of  stroke 
or  vascular  disease  and  obesity.  Treatment  of 
"borderline-high  with  risk  factors"  includes 
diet  with  progressive  advancement  to  lower 
saturated  fat  and  lower  cholesterol  intake,  fol- 
lowed by  treatment  with  drugs  if  necessary. 
Factors  which  mandate  drug  intervention 
might  include  LDL/HDL  >3.0,  or  HDL-cho- 
lesterol  <35  mg/dl,  presence  of  2 other  risk 
factors  or  presence  of  heart  disease  (e.g.,  post- 
bypass surgery,  post-angioplasty,  post-my- 
ocardial infarction,  etc.). 

Diagnostic  Evaluation 

The  LDL/HDL  ratio,  in  borderline-high 
cases  when  LDL-cholesterol  is  >160  mg/dl, 
helps  us  make  the  decision  to  pursue  more 
vigorous  treatment  including  drugs:  3-4.5  ratio 
has  moderate  risk  of  CHD,  >4.5  ratio  has  high 
risk  of  CHD.  For  example,  after  an  initial  diet 
trial  a person  has  an  LDL-cholesterol  of  160 
mg/dl  and  an  HDL-cholesterol  of  30  mg/dl  (the 
ratio  being  greater  than  5).  This  suggests  high 
CHD  risk  and  warrants  further  diet  changes 
and/or  drug  therapy.  If  after  initial  diet  inter- 
vention the  LDL-cholesterol  is  160  mg/dl  but 
HDL-cholesterol  is  60  mg/dl  (LDL/HDL  <3), 
follow-up  with  further  diet  changes  alone  is 
warranted. 

If  the  total  cholesterol  is  less  than  200  mg/ 
dl,  LDL-cholesterol  (LDL-C)  is  less  than  130 
mg/dl,  LDL/HDL  less  than  3 and  triglyceride 
level  less  than  250  mg/dl,  no  further  work-up 
is  needed.  Lipid  levels  should  be  repeated  in 
5-year  intervals. 

If  an  elevated  cholesterol  and/or  triglyc- 
eride level  is  noted,  look  for  secondary  causes, 
e.g.,  renal  disease,  liver  disease,  diabetes,  thy- 
roid disorders  and  drug  usage  (especially  thia- 


Classification 

Management  Approach 

HIGH  LDL,  NORMAL  TG 

1)  Very  high  GDC  risk: 
LDL-O250  mg/dl 

2)  High  CHD  risk: 

LDL-C1  75-250  mg/dl 

3)  Borderline  high  CHD  risk: 
LDL-C160-175  mg/dl 

Diet  + combination  drugs 
Diet  + single  drug 
Diet* 

HIGH  LDL,  HIGH  TGO250 
mg/dl) 

Diet;  sometimes  drugs 

HIGH  TG,  NORMAL 
LDL(<160  mg/dl) 

1)  Pancreatitis  risk: 
TG>1 ,000  mg/dl 

2)  Modest  CHD  risk: 
TG  250-1,000  mg/dl 

Low  fat  diet  (and  drug) 
Diet* 

•Drugs  may  be  needed  in  persons  with  CHD. 


zides  and  beta-blockers.)  If  treatment  of  the 
secondary  cause  corrects  the  lipid  disorder,  no 
additional  therapy  is  needed.  In  the  case  of 
anti-hypertensive  drugs,  initiate  diet  therapy 
first.  If  diet  therapy  does  not  correct  the  prob- 
lem, a switch  in  anti-hypertensive  therapy 
(from  thiazides  or  beta-blocker  to  ACE  inhib- 
itor or  calcium  channel  blocker)  can  be  tried. 
If  treatment  of  the  underlying  condition  or 
switching  anti-hypertensive  therapy  only  par- 
tially corrects  the  lipid  disorder,  treat  the  hy- 
perlipidemia directly. 

Classification  of  the  Lipid  Disorder 

Three  broad  classifications  help  us  in  ther- 
apeutic management  (Table  1).  The  classifi- 
cation system  explains  the  mechanism  of  the 
lipid  abnormalities.  The  high  LDL,  normal  TG 
group  probably  has  some  defect  in  removal  of 
LDL-cholesterol  from  plasma.  This  may  either 
be  dietary,  metabolic,  genetic  or  some  com- 
bination in  causation.  The  high  LDL,  high  TG 
group  suggests  a state  where  VLDL  overpro- 
duction is  occurring  associated  with  or  without 
diminished  removal  of  LDL-cholesterol.  The 
high  TG,  normal  LDL  group  suggests  a defec- 
tive chylomicron  clearance  with  or  without 
VLDL  overproduction  (pancreatitis  risk),  or  an 
overproduction  of  VLDL  by  the  liver  (modest 
CVD  risk)  with  good  LDL  clearance. 

Elevated  triglyceride  (TG)  levels  alone  are 
a weak  risk  factor  for  development  of  coronary 
disease.^  Only  when  they  are  quite  elevated 
as  in  chylomicronemia  (TG>1000  mg/dl),  is  the 
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risk  appreciable  for  developing  pancreatitis  and 
eruptive  xanthomas.  Triglyceride  elevations 
should  be  considered  a marker  for  other  con- 
ditions such  as  obesity,  diabetes  or  other  drug 
therapy.  The  modest  risk  for  CHD  may  be  re- 
lated to  the  underlying  condition  causing  hy- 
pertriglyceridemia . 

Diet  Therapy 

It  cannot  be  stressed  enough  that  diet 
therapy  is  the  cornerstone  of  treatment.  A sup- 
portive attitude  on  the  part  of  the  physician  is 
important.  Some  patients  respond  to  dietary 
therapy  offered  in  groups,  some  want  per- 
sonal dietary  counseling  and  some  will  achieve 
satisfactory  results  through  self-help  books.  We 
recommend  referral  to  a dietitian.  However, 
the  diet  will  need  to  be  started  in  the  physi- 
cians's office  and  we  must  repeatedly  encour- 
age patients  to  diet. 

For  hypercholestrolemia  (e.g.,  high  LDL, 
normal  TG)  the  most  effective  dietary  strate- 
gies, in  descending  order  of  effectiveness,  are 
reduction  of  saturated  fat,  modest  increase  in 
polyunsaturated  and  monounsaturated  fat  and 
reducing  cholesterol  intake.  Since  saturated  fat 
and  cholesterol  are  usually  found  in  the  food 
supply  together,  restricting  one  will  usually 
restrict  the  other.  The  exceptions  are  eggs  and 
organ  meats,  which  are  high  in  cholesterol  and 
low  in  saturated  fat;  and  saturated  vegetable 
fats  (e.g.,  coconut  and  palm  kernel  oils)  which 
are  high  in  saturated  fat  and  have  no  choles- 
terol. 

For  hypertriglyceridemia  (triglyceride  level 
between  250-1,000  mg/dl)  effective  dietary 
strategies  include  weight  loss,  stopping  alco- 
hol ingestion  and  reducing  total  fat  in  the  diet. 
If  chylomicronemia  (usually  triglyceride  levels 
>1,000  mg/dl)  is  present  because  lipoprotein 
lipase  activity  is  reduced  or  absent,  an  initial 
period  of  5-7  days,  with  no  fat  in  the  diet,  is 
needed  to  clear  the  chylomicrons  from  fasting 
plasma.  Thereafter,  the  fats  can  be  gradually 
increased  in  the  diet.  A lipid  lowering  agent 
such  as  Lopid  is  usually  added,  although  its 
impact  is  primarily  on  VLDL  production  and 
VLDL  removal  component  and  not  on  the  chy- 
lomicron removal  sequence. 

Drug  Therapy 

Drug  therapy  is  usually  reserved  for  in- 
dividuals who  have  not  responded  to  an  ad- 


equate diet  trial.  In  persons  with  concomitant 
or  evolving  disease  (e.g.,  angina,  post-angio- 
plasty, post-coronary  artery  bypass  graft,  post- 
myocardial  infarction,  or  severe  hyperlipide- 
mia) the  clinician  may  shorten  the  diet  trial  or 
add  the  drug  concurrently.  The  diet  reduces 
the  amount  of  medication  the  patient  requires. 
For  patients  with  CHD  and  LDL-cholesterol 
>160  mg/dl  the  goal  is  to  reduce  LDL-choles- 
terol to  less  than  130  mg/dl  (equivalent  to  cho- 
lesterol <200  mg/dl).  The  diet  period  may  be 
prolonged  in  the  very  young  and  very  old. 
Table  2,  on  the  following  page,  is  a summary 
of  the  medications  used  to  treat  lipid  disorders 
(neomycin  sulfate,  clofibrate  and  dextrothy- 
roxine  are  not  included). 

With  high  LDL-cholesterol,  normal  TG, 
bile  acid  sequestrant  or  resin  is  the  drug  of 
choice  since  it  is  not  systemically  absorbed  and 
has  been  shown  to  lower  risk  of  CHD.  Resins 
remove  cholesterol  from  the  body  by  binding 
to  bile  acids  and  preventing  reabsorption  in 
the  terminal  ileum.  Since  more  bile  acid  for- 
mation occurs  in  the  liver  to  compensate  for 
losses  into  the  stool,  the  liver  cells  increase  the 
number  of  LDL  receptors.  This  increases  clear- 
ance of  LDL-cholesterol  particles  from  plasma. 
The  resins  are  most  effective  if  taken  twice  a 
day,  at  breakfast  and  supper.  It  is  useful  to 
add  the  resin  to  the  liquid  in  the  container, 
cover  and  shake.  A juice  or  a flavoring  agent, 
e.g.,  Tang,  Crystal  Light,  orange  juice,  can  be 
added  to  enhance  palatability.  The  available 
resins  are  as  follows: 

Name  Unit  Dose  Usual  Dose  Full  Dose 

Questran  cholestyTamine  4 g. 

per  scoop  or  packet  16  g/day  24  g/day 

Colestid  colestipol  5 g.  per 

scoop  or  packet  20  g'day  30  g/day 


At  the  usual  dose  the  average  cholesterol 
reduction  is  about  20%  (about  4-5%  per  scoop); 
at  full  dose  the  average  cholesterol  reduction 
is  about  25-30%.  I usually  recommend  Ques- 
tran first  due  to  its  palatability.  Some  individ- 
uals who  have  intolerable  bloating  with  Ques- 
tran will  have  no  problem  with  Colestid,  and 
vice  versa.  To  minimize  side  effects  such  as 
epigastric  distress  or  constipation  the  patient 
gradually  increases  the  dose  to  allow  gastroin- 
testinal adaptation. 

Should  constipation  occur  add  bulk  laxa- 
tives, reduce  dose  while  adding  bulk  laxatives 
(Continued  next  page) 
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TABLE  2 


Drugs 

Reduce 
CHD  Risk 

Long- 

Term 

Safety 

LDL-C 

Lowering 

Side 

Effects 

Special 

Precautions 

Cholestyramine 

or 

Colestipol 

Yes 

Yes 

1 5-30% 

Bloating  and 
constipation;  dose 
dependent 

Can  alter  absorption  of 
other  drugs.  Can 
increase  TC  levels. 

Nicotinic  acid'" 

Yes 

Yes 

1 5-30% 

Flushing,  upper  Cl, 
hepatic 

Raises  HDL-cholesterol. 
Test  uric  acid,  glucose 
and  liver  function. 

Gemfibrozih 

Yes* 

Yes 

5-15% 

Gl,  hepatic/muscle  pain 

Monitor  liver  function/ 
CPK. 

Raises  HDL-cholesterol 
and  may  raise  LDL- 
cholesterol. 

Lovastatin 

Not  proven 

Not 

estab. 

1 5-40% 

Gl,  hepatic/muscle  pain 

Monitor  liver  function 
tests  every  6 wks. 

Slit  lamp  exams  every  6 
months. 

Probucol 

Not 

proven 

Not  estab. 

10-15% 

Cl,  eosinophilia,  EKG 

Lowers  HDL- 
cholesterol. 

Prolongs  QT  interval. 

‘Helsinki  Heart  Study, 

New  England  Journal  of  Medicine,  Nov. 

12,  1987. 

■‘Especially  useful  if  triglyceride  levels  are  elevated. 


or  stop  entirely,  start  bulk  laxative  and  then 
re-start  medication  slowly  increasing  the  dos- 
age. In  older  patients  I recommend  oat  bran 
and/or  Metamucil  (psyllium)  as  part  of  diet 
therapy  and  add  resin  later.  If  the  patient  is 
on  drugs  such  as  digoxin,  coumadin,  thiazides 
or  thyroxine,  I recommend  taking  the  other 
medication  on  arising  and  the  breakfast  resin 
dose  30-60  minutes  later. 

Niacin  (nicotinic  acid)  in  doses  of  3-9 
g/day  (1-3  g/t.i.d.)  blocks  production  of  VLDL 
by  the  liver  and  decreases  the  amount  of  LDL 
coming  from  VLDL.  The  patient  can  expect  a 
15-20%  lowering  of  LDL-cholesterol;  with  a 20- 
40%  increase  in  HDL-cholesterol.  It  is  con- 
traindicated in  Type  II  diabetes,  peptic  ulcer 
disease  and  untreated  symptomatic  gout. 
Flushing  occurs  commonly,  especially  when 
starting  treatment,  and  can  be  made  worse  if 
taken  with  hot  drinks.  Pre-treatment  with  one 
aspirin  can  minimize  flushing;  if  patient  is  on 
coumadin,  aspirin  is  contraindicated.  The  usual 
treatment  start-up  schedule  is  100  mg  t.i.d. 
with  meals  for  7 days  (I  prescribe  126-100  mg 
tablets),  200  mg  t.i.d.  for  7 days,  300  mg  t.i.d. 
for  7 days;  then  switch  to  500  mg  tablets,  start 
500  mg  t.i.d.  for  7 days,  then  1,000  mg  t.i.d. 
It  is  important  to  evaluate  liver  function,  glu- 


cose and  uric  acid  before  and  after  full  dose  is 
reached,  then  every  6 months. 

Other  contraindications  (beside  non-in- 
sulin dependent  diabetes,  active  peptic  ulcer 
disease  and  gout)  include  cardiac  arrhythmias, 
hepatic  disease  and  asthma.  If  niacin  is  used 
in  Type  I diabetes,  be  prepared  to  adjust  the 
insulin  prescription.  I have  used  it  in  patients 
with  simple  cardiac  arrhythmias  without  prob- 
lems. The  side  effects,  besides  flushing,  in- 
clude hypotension,  headache,  pruritis  and 
acanthosis  nigricans.  Sustained  release  for- 
mulations can  be  used  if  side  effects  are  prob- 
lematic, but  are  usually  less  effective. 

Lopid  (gemfibrozil),  600  mg  twice  a day, 
is  most  effective  when  the  triglyceride  level  is 
also  elevated.  Lopid  may  reduce  production 
of  VLDL  by  the  liver,  but  mainly  it  increases 
removal  of  VLDL  remnants  before  they  are 
converted  to  LDL  particles.  A 5-15%  lowering 
of  LDL-cholesterol  can  be  expected.  It  also  in- 
creases HDL-cholesterol  (a  favorable  rise); 
however,  the  average  rise  is  8-9%,  whereas 
niacin  can  cause  a rise  of  20-40%.  Long-term 
safety  appears  good  and  effectiveness  in  re- 
ducing CHD  has  recently  been  reported.® 
Sometimes  LDL-cholesterol  may  rise  sigifi- 
cantly  in  persons  who  initially  had  a triglyc- 
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eride  elevation;  this  may  be  considered  dele- 
terious. In  the  Helsinki  Heart  Study  patients 
with  triglyceride  elevation  obtained  the  great- 
est benefit. 

Drug  Side  Effects 

Potential  side  effects  include  epigastric  and 
abdominal  pain,  nausea,  diarrhea,  myalgias 
with  increased  CPK  levels,  anemia  and  leu- 
kopenia, abnormal  liver  enzymes  and  hep- 
atocellular damage,  cardiac  arrhythmias  and 
potentiation  of  the  effect  of  coumadin. 

If  response  is  inadequate,  trial  of  a sec- 
ond-line drug  may  be  warranted.  None  of  the 
second-line  drugs  have  been  shown  to  reduce 
the  incidence  of  heart  disease.  These  drugs 
include  lovastatin  (Mevacor)  and  probucol 
(Lorelco).  Neomycin  sulfate  and  dextrothyrox- 
ine  are  not  recommended.  Atromid-S  (clofi- 
brate)  may  be  used  if  the  patient  cannot  tol- 
erate Lopid. 

Lovastatin  (Mevacor)  is  used  in  doses  of 
20-80  mg  daily.  I usually  begin  20  mg  at  bed- 
time or  supper  and  evaluate  response  4-6 
weeks  later,  then  if  needed  increase  dose  to 
20  mg  twice  a day,  increasing  as  needed.  The 
retail  cost  per  20  mg  tablet  is  approximately 
$1.56;  hence,  the  cost  ranges  from  $46.00  to 
$187.00  per  month.  The  long-term  safety  of 
these  drugs  is  yet  to  be  established.  I reserve 
lovastatin  for  familial  hypercholesterolemia  or 
for  persons  with  established  heart  disease  who 
have  not  had  an  adequate  response. 

Lorelco  (probucol),  500  mg  twice  a day, 
binds  with  LDL  and  increases  its  non-receptor 
mediated  uptake  and  removal.  It  has  a very 
long  half  life  (40%  of  drug  level  remaining  after 
12  weeks  off).  Unfortunately  it  lowers  HDL- 
cholesterol  by  20-30%.  Again,  long-term  safety 
and  effectiveness  in  reducing  CHD  is  not 
known.  Side  effects  of  probucol  include  diar- 
rhea, nausea,  flatulence  and  eosinophilia.  Al- 
though prolonged  QT  intervals  have  been  re- 
ported in  dogs,  the  occurrence  in  humans  is 
uncommon.  I only  use  this  drug  when  every- 
thing else  has  failed. 

Neomycin  sulfate,  2 g/day,  interferes  with 
the  enterohepatic  circulation  of  bile  acids.  Be- 
cause of  potential  ototoxicity,  obtain  an  audi- 
ogram every  3 months.  It  also  has  a potential 
for  nephrotoxicity.  I do  not  use  this  drug. 

Dextrothyroxine  is  not  recommended  be- 
cause of  the  increased  sudden  death  rate  which 


occurred  in  participants  with  pre-existing  heart 
disease  in  the  coronary  drug  project.^ 

Combination  Drug  Therapy 

Combination  drug  therapy  needs  to  be 
used  when  LDL-cholesterol  levels  are  initially 
high  and  response  to  diet  is  inadequate,  es- 
pecially when  attempting  to  reach  the  goal 
(LDL-cholesterol  <130  mg/dl).  The  available 
combination  regimens  listed  in  order  of  safety, 
effectiveness  and  preference,  are  as  follows:  1) 
resin  and  niacin;  2)  resin  and  gemfibrozil;  3) 
resin  and  lovastatin;  4)  resin  and  probucol. 

The  preferred  combination  is  resin  and 
niacin  or  gemfibrozil  since  it  has  been  shown 
to  delay  progression  and  reverse  lesions  in 
post-coronary  artery  bypass  graft  patients  and 
reduced  CHD  risk.  The  combination  of  resin 
and  lovastatin  can  lower  cholesterol  up  to  50% 
of  baseline  and  may  become  the  favored  ap- 
proach when  the  safety  of  lovastatin  has  fi- 
nally been  established.  A mix  of  niacin  and 
lovastatin  is  also  a potentially  attractive  com- 
bination which  needs  to  be  evaluated.  Finally, 
triple  drug  therapy  is  sometimes  necessary, 
e.g.,  resin,  lovastatin  and  niacin. 

For  patients  with  high  LDL,  high  TG  diet 
therapy,  weight  loss,  alcohol  restriction  and 
dietary  fat  reduction  will  lower  triglyceride 
levels  (decrease  VLDL  production)  and  may 
convert  the  lipid  disorder  to  hypercholester- 
olemia alone  (reveal  an  LDL  clearance  prob- 
lem); hence,  LDL  cholesterol  level  may  rise 
further.  For  "High  LDL,  High  TG,"  if  drug 
therapy  is  needed,  start  with  niacin  or  Lopid 
(not  both).  If  LDL-cholesterol  is  still  high  on 
either  niacin  or  Lopid,  you  may  need  to  add 
a resin. 

Fish  Oil 

For  patients  with  triglycerides  >1,000  mg/ 
dl  (normal  LDL)  diet  continues  to  be  the  most 
important  and  difficult  mode  of  treatment, 
particularly  a diet  composed  of  less  than  10% 
of  calories  as  fat.  Initial  induction  with  a zero 
fat  diet  for  a short  time  is  recommended.  Drug 
therapy,  either  Lopid  or  niacin,  is  commonly 
used  even  though  efficacy  is  not  proven.  When 
diabetes  is  present,  I usually  use  Lopid,  600 
mg  b.i.d.  Some  studies  suggest  the  value 
of  fish  oils.  The  salmon  diet  provided 
20  g of  omega-3  fatty  acids  a day  and  dem- 
(Continued  next  page) 
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onstrated  a significant  reduction  in  blood  lip- 
ids This  equates  to  40-50  capsules  of  fish  oil 
per  day.  At  least  3-5  capsules  of  fish  oil  with 
each  meal  are  needed  to  demonstrate  som  * 
effect.  Paradoxically,  fish  oil  capsules  can  in- 
crease LDL-cholesterol  levels.  Currently  we 
recommend  2-3  fish  meals  per  week  and  do 
not  recommend  fish  oil  capsules. 

When  triglycerides  are  250-1,000  mg/dl 
after  diet  implementation,  we  recommend  the 
same  drugs  as  those  for  much  higher  triglyc- 
eride levels.  Lopid  or  niacin  appear  more  ef- 
fective when  triglycerides  are  in  this  range. 
Since  rises  in  LDL-cholesterol  can  be  seen  with 
Lopid,  I prefer  a trial  of  niacin  first. 

Adherence  Problems 

Hypercholesterolemia  management  might 
be  similar  to  treatment  of  hypertension.  A per- 
son with  hypertension  will  undergo  repeat 
testing  to  confirm  diagnosis  and  search  for  sec- 
ondary causes;  treatment  with  diet  may  be  rec- 
ommended followed  by  drug  therapy  if  nec- 
essary. Changes  in  drug  therapy  may  be 
necessary  on  the  basis  of  the  side  effect  profile 
or  ineffectiveness  of  treatment. 

Non-adherence  to  regimens  probably  ac- 
counts for  the  major  cause  of  treatment  failure. 
Half  of  all  hypertensive  patients  stop  their 
therapy  in  the  first  year  of  treatment.  There  is 
no  reason  to  expect  the  treatment  of  hyper- 
cholesterolemia will  be  any  less  challenging. 

There  are  3 general  strategies  to  prevent 
adherence  problems.  First,  learn  if  the  patient 
has  any  misconceptions  regarding  the  regimen 
and  correct  them.  Second,  adapt  the  interven- 
tion(s)  to  the  patient's  lifestyle,  if  possible.  This 
includes  allowing  for  some  choice  in  the  se- 
lection of  dietary  intake  within  certain  guide- 
lines and  a willingness  to  modify  drug  dosages 
or  frequency  in  an  effort  to  solve  scheduling 
problems.  Third,  the  care  giver  must  help  the 
patient  find  ways  to  involve  the  social  support 
structure  to  enhance  success. 

Remediation  of  adherence  problems  re- 
quires ongoing  effort.  If  the  regimen  is  per- 
ceived as  too  complex  or  difficult  to  follow, 
attempt  to  simplify  the  regimen.  It  may  be  nec- 
essary to  schedule  more  frequent  appoint- 
ments or  involve  a family  member.  If  poor 
memory  is  a problem,  the  use  of  cues  (e.g., 
checks  on  a calendar,  red  dots  on  the  refrig- 
erator, reminders  from  family  members)  can 


be  helpful.  Sometimes  the  blood  cholesterol 
goal  needs  to  be  revised.  Finally,  referral  to  a 
specialized  center  may  be  necessary  to  confirm 
your  diagnosis  and  reinforce  the  seriousness 
of  the  situation. 

How  the  physician  conducts  his/her  med- 
ical practice  may  also  influence  adherence.  This 
includes  scheduling  convenient  appointment 
times  and  keeping  waiting  time  short. 

Using  patient  tracking  procedures,  or  call- 
ing patients  about  upcoming  or  missed  ap- 
pointments, can  be  helpful.  Referral  to  other 
health  professionals  such  as  dietitians  or  ex- 
ercise physiologists  can  enhance  the  care.  Most 
important  is  the  quality  of  interaction  between 
the  physician  and  patient. 

Summary 

We  have  reviewed  the  importance  of 
treating  hypercholesterolemia  and  hypertri- 
glyceridemia. Unfortunately,  most  physicians 
are  not  experienced  in  prescribing  diets  to 
lower  blood  cholesterol;  the  use  of  cholesterol 
lowering  drugs,  especially  resins  and  niacin, 
is  not  within  the  experience  of  most  doctors. 
Although  promising  medications  are  on  the 
horizon,  the  long-term  safety  of  these  drugs 
is  not  determined. 
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A more  detailed  version  of  this  review  and 
an  extensive  reference  list  can  be  obtained  from 
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DENVER,  COLORADO 
JAMES  A.  GREENE,  M.D. 

DEPARTMENT  OF  GERIATRIC  PSYCHIATRY 
CENTER  FOR  HEALTH  & CREATIVE  AGING 
KNOXVILLE,  TENNESSEE 
MICHAEL  L.  TUCK,  M.D. 

DEPARTMENT  OF  MEDICINE 
UCLA  MEDICAL  CENTER 
LOS  ANGELES,  CALIFORNIA 
JOHN  RACHOW,  M.D. 

DEPARTMENT  OF  INTERNAL  MEDICINE 
UNIVERSITY  OF  IOWA  HOSPITALS/CLINICS 
IOWA  CITY,  IOWA 
DALE  GERDING,  M.D. 

INFECTIOUS  DISEASE  SECTION 
VETERANS  ADMINISTRATION  MEDICAL  CENTER 
MINNEAPOLIS,  MINNESOTA 
PETER  HAURI,  PH.D. 

SLEEP  DISORDERS  CENTER 
MAYO  CLINIC 
ROCHESTER,  MINNESOTA 
HERBERT  SIER,  M.D. 

DEPARTMENT  OF  GERIATRIC  MEDICINE 
LUTHERAN  GENERAL  HOSPITAL 
PARK  RIDGE,  ILLINOIS 
ROBERT  BENDER,  M.D. 

MERCY  HOSPITAL  MEDICAL  CENTER 
DES  MOINES,  IOWA 


“OSTEOPOROSIS:  DIAGNOSTIC  AND 
TREATMENT  CONCEPTS” 


“PSYCHIATRIC  PROBLEMS  IN  THE  ELDERLY” 


“CARDIOVASCULAR  PROBLEMS  IN  THE 
GERIATRIC  PATIENT” 


“TREATMENT  CONSIDERATIONS  IN  GERIATRIC- 
RHEUMATIC  PATIENTS” 


“CURRENT  MANAGEMENT  OF  DIABETIC 
EXTREMITIES” 


“SLEEP  DISORDERS  IN  THE  ELDERLY” 


“TREATMENT  APPROACHES  TO 
INCONTINENCE” 


“IATROGENIC  ILLNESS  AND  INJURY” 


Approved  by  Mercy  Hospital  Medical  Center,  an  IMS-ac- 
credited CME  organization,  for  6 hours  Category  1/A.M.A. 
Physicians’  Recognition  Award. 

Nursing  CEU’s;  0.7  (7  contact  hours) 

Application  has  been  made  for  A.A.F.P.  and  A.O.A.  ac- 
creditations. 


Physician  Fee $55.00 

Physician  Assistant  Fee  $25.00 

Nursing  Fee  $25.00 

Paramedical  Fee  $25.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVER- 
SITY AVENUE  IN  DES  MOINES,  IOWA.  PARKING  ISAVAILABLE  ADJACENT  TO  THE  MERCY  EDUCATION 
CENTER. 


CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY  AVENUE 
DES  MOINES,  IOWA  50314 
(515)  247-3042 


Sponsored  by 
Department  of  Internal  Medicine 
The  University  of  Iowa  College  of  Medicine 


AIDS  Diagnostics:  Everything  You  Wanted  to  Know  but  were  Afraid  to  Ask 

Quality  Assurance:  Impact  on  Clinicians  and  Approach  for  the  Hospital 

Therapy  for  Peptic  Ulcer  Disease 

Polyp  Surveillance 

Vascular  Surgery  in  Diabetes 

Osteoporosis:  Fact,  Fads,  and  Fallacies 

Asthma  Update 

Evaluating  Patients  for  Drug  Allergies 

Bacteriology  and  Management  of  Human  and  Animal  Bites 

Lyme  Disease:  The  Tick  is  Here 

Occupational  Allergy 


Bernard  D.  Beitman,  M.D.,  Professor  of  Psychiatry,  Director,  Panic/Cardiology 
Project,  University  of  Missouri  at  Columbia. 

TOPIC:  Chest  Pain  in  Patients  with  Angiographically  Normal  Coronary  Arteries 


Bruce  Bistrian,  M.D.,  Ph.D.,  Associate  Professor  of  Medicine.  Nutrition/Infection 
Laboratories,  New  England  Deaconness  Hospital,  Boston,  Massachusetts. 

TOPIC:  Nutritional  Support  in  the  Hospitalized  Patient 


Gregory  C.  Flaker,  M.D.,  Associate  Professor  of  Medicine,  Director,  Division  of 
Cardiology,  University  of  Missouri  at  Columbia. 

TOPIC:  Stress  and  the  Heart 


William  E.  Thornton,  M.D.,  NASA  Astronaut,  Clinical  Assistant  Professor  of 
Medicine,  University  of  Texas  Medical  Branch,  Galveston,  Texas. 

TOPIC:  Space  Medicine 

Diane  Wycoff,  BA.,  Supervisor,  Protection  Services,  Iowa  Department  of  Human 
Services,  Cedar  Rapids,  Iowa. 

TOPIC:  Adult  Abuse  - The  Iowa  Perspective 


For  more  information  or  to  register,  call  319/335-8597. 


Marion  E.  Alberts,  M.D 


Nuts  to  the  Rats 


Men  who  have  excessive  faith  in  their  theories  or 
ideas  are  not  only  ill  prepared  for  making  discov- 
eries; they  also  make  poor  observations. 

— Claude  Bernard  (1813-1878) 

Based  on  animal  studies  and  genetic  and 
morphological  data  relative  to  humans, 
there  is  no  doubt  lowering  cholesterol  levels 
reduces  cardiovascular  heart  disease  (CHD) 
risk.  This  issue  of  low  a medicine  addresses 
this  relationship.  Prevention  studies  have 
demonstrated  conclusively  a definite  de- 
crease in  low  density  lipoprotein  cholesterol 
(LDL)  is  associated  with  a significant  de- 
crease in  the  incidence  of  myocardial  infarc- 
tion and  CHD  death. 

There  have  been  ups  and  downs  in  de- 
velopment of  these  conclusions.  Originally 
our  total  concern  was  with  hypercholesterole- 
mia. We  had  no  knowledge  or  consideration 
of  specific  lipoprotein  fractions  (HDL,  LDL, 
VLDL)  and  triglycerides.  The  primary  con- 
cern is  now  LDL  cholesterol  levels.  Yet,  con- 
troversy remains.  Recently,  1 read  an  ac- 
count from  Utah  that  a group  of  people  who 
ate  a lot  of  nuts  had  a higher  than  expected 
immunity  from  CHD.  Of  course  these  peo- 
ple had  a lower  incidence  of  some  of  the 
other  risk  factors  (e.g.,  smoking). 

The  media  bombards  the  public  with  in- 
formation regarding  cholesterol  content  of 
foods.  We  are  admonished  to  avoid  palm 
and  coconut  oils.  Sunflower  and  safflower 
oils  are  preferred  by  some.  The  cholesterol 
content  of  foods  is  not  the  only  concern. 


Alar  had  its  day  recently.  Several  years  ago 
we  were  warned  about  the  dangers  of  eating 
bacon.  Another  study  based  on  rat  experi- 
ments warned  of  risk  to  those  who  con- 
sumed charcoal  broiled  meats.  Rat  experi- 
ment results  are  continuously  extrapolated 
to  possible  risk  for  human  beings.  We  are 
not  rats,  although  we  are  often  accused  of 
involvement  in  a "rat  race." 

1 do  not  imply  the  research  is  invalid. 

My  plea  is  that  the  results  of  the  research  be 
reported  in  terms  that  make  a more  reasona- 
ble impact  in  the  minds  of  lay  persons.  The 
media,  as  well  as  food  manufacturers  and 
processors,  have  a responsibility  to  stop 
causing  undue  concern  and  mental  stress  in 
people  who  are  unable  to  see  the  invalidity 
of  much  that  is  reported. 

When  valid  research  based  on  human 
responses  demonstrates  facts  germane  to  our 
health,  such  data  is  acceptable.  Data  based 
on  invalid  research  on  rats  with  extrapola- 
tions that  are  not  applicable  in  a true  sense 
to  humans  is  a disservice  to  everyone.  Un- 
fortunately such  data  are  often  considered 
newsworthy  and  the  reports  are  more  harm- 
ful than  useful.  The  data  that  is  now  forth- 
coming regarding  cholesterol  levels  and 
CHD  risk  appear  valid,  but  promotions  by 
certain  groups  of  our  population  as  well  as 
inappropriate  media  exposure  is  detrimental. 
Researchers  must  be  true  to  the  facts,  the 
facts  must  be  valid  as  applied  to  humans 
and  the  interpretation  of  the  data  must  be 
without  compromise.  Until  then,  nuts  to  the 
rats.  — M.E.A. 
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Richard  M.  Caplan,  M.D. 


CME  Notebook 


Two  CME  Models  Gone 


WITH  HEAVY  SPIRIT  I WRITE  of  the  passing 
of  2 who  mattered  greatly  to  me  — as 
teachers,  role  models  and  friends.  They 
likely  serve  similarly  for  many  who  will  read 
this,  because  Dr.  Robert  Hardin's  career  at 
the  University  of  Iowa  College  of  Medicine 
spanned  the  years  from  his  entry  as  a stu- 
dent in  1935  until  his  death  in  1988,  and  Dr. 
William  B.  Bean  served  from  1948  until  his 
death  on  March  1 of  this  year. 

Bob  Hardin  comes  to  mind  because  the 
University's  Health  Sciences  Library  was  re- 
cently re-named  the  Hardin  Library  for  the 
Health  Sciences.  That  is  an  extremely  fitting 
designation,  since  his  recognition  of  its  need 
and  his  personal,  highly  successful  fund- 
raising effort  did  so  much  to  bring  it  into 
being.  In  his  1974  dedicatory  remarks.  Bob 
said; 

A library  is  a place  that  belongs  to  scholars,  whether 
they  be  students  new  to  scholarship,  or  lifetime 
scholars  from  our  faculties  or  the  practicing  profes- 
sions ...  a place  where  scholars  can  synthesize  a 
personal  body  of  knowledge,  add  new  knowledge, 
record  their  own  contributions  . . . and,  through 
studying  the  history  of  the  healing  arts,  gain  per- 
spective of  great  value  in  facing  the  uncertainties  of 
the  future. 

Much  else  could  be  said  of  him,  but  this 
is  not  a place  for  a general  eulogy.  Instead,  I 
will  refer  only  to  what  always  impressed  me 
as  a stunningly  courageous  effort  he  under- 
took, after  being  totally  removed  from  clini- 
cal teaching  and  patient  care  for  12  years  to 
serv^e  as  dean  of  the  College  of  Medicine  and 
then  university  vice-president  for  health  af- 
fairs. In  1975  he  returned  to  his  long-term 
home  base  in  the  department  of  internal 

Dr.  Kaplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


medicine  and  resumed  work  as  teacher,  in- 
vestigator and  staff  physician. 

Those  years  of  administrative  "leave" 
saw  enormous  research  expansion  in 
American  medicine  with  correspondingly 
huge  changes  in  diagnostic  and  therapeutic 
technology,  medications  and  procedures.  To 
resume  a teaching  and  clinical  load  in  a 
broad  discipline  at  age  62,  after  such  a hia- 
tus, would  have  been  unthinkable  to  all  but 
such  an  able,  dedicated  person  as  he.  He 
told  me  advances  in  cardiology  challenged 
him  most.  He  met  his  needs  through  the 
usual  modes:  reading,  attending  conferences, 
and  discussing  patients  with  colleagues. 

Bill  Bean  experienced  a similar  hiatus. 
Four  years  after  stepping  down  as  head  of 
the  department  of  internal  medicine,  which 
he  led  for  22  years,  he  agreed  to  direct  the 
Institute  of  Medical  Humanities,  University 
of  Texas  Medical  Branch  in  Galveston.  His 
connection  to  clinical  medicine  was  not  bro- 
ken, but  from  1974  to  1980  he  concentrated 
on  teaching  and  directing  the  kind  of  schol- 
arship done  in  the  medical  humanities, 
where  the  medical  ramifications  of  ethics, 
history,  literature,  theology,  law  and  anthro- 
pology hold  center  stage.  In  the  summers  he 
returned  to  Iowa  City,  where  he  participated 
in  teaching  and  clinical  work,  as  he  did  dur- 
ing the  several  years  after  his  full  retirement 
back  to  Iowa  City.  The  same  sources  of  con- 
tinuing education  served  his  needs,  as  they 
have  for  so  many.  And  how  well  they 
served  him  — the  combination  of  an  agile 
mind  and  strong  desire  are  unbeatable. 

Both  these  men  illustrated  vividly  the 
eager,  successful  pursuit  of  learning  as  a life- 
long effort  and  passion.  Their  example 
serves  us  well  and  will  long  survive  them. 
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YOU 

CAN  TELL 
OJR  PATIENTS 

LOOK 

\A //^l  pp  At  the  leading  edge  of  eye  surgery  technology... 

V V V-/LI  L specialists  in  eye,  ear,  nose,  throat  & allergy... 

CLINIC,  P.C  sensitive  providers  of  aesthetic /reconstructive  surgery 

OPHTHALMOLOGY  309  E.  Church  Street.  Marshalltown  • 4800  Westown  Parkway,  West  Des  Moines  • 300  Kenyon  Road.  Fort  Dodge 
OTOLARYNGOLOGY  Sartorl  Professional  Building,  51 6 South  Division  Street,  Cedar  Falls 

Within  Iowa,  call  1-800-542-7956  or  1-800-542-7957  toll-free.  Outside  Iowa,  call  toll-free  1-800-247-7835. 


THE 

IOWA  MEDICAL  SOCIETY 
ENDORSED  INSURED 
ANNUITY  CONTRACT 


• For  groups/individuals/family/employees  of  Iowa  physicians 

• $5000  minimum  (except  for  IRA  — $2000) 

• Competitive  quarterly  interest: 

1st  $25,000  8.5% 

2nd  $25,000  9.0% 

over  $50,000  9.5% 

• No  load:  no  management,  policy  or  administrative  fee 

• No  current  taxation  on  accumulated  interest 

• Flexibility  of  contributions:  $25  minimum 

• 10%  annual  withdrawal 

• No  medical  underwriting  — issue  to  99 

• 7 year  disappearing  surrender  charge 

• Guaranteed  principal  and  interest 


Practice  Management 


Employee  Handbooks: 
The  Choice  is  Yours 


(Editor's  Note:  Last  month's  article  dealt  with  the 
controversy  surrounding  employee  handbooks.  This 
article  discusses  how  a handbook  should  be  written.) 


A WELL-DRAFTED  AND  CONSISTENTLY  applied 
employee  handbook  can  serve  a number 
of  useful  purposes: 

• It  promotes  fairness  and  evenhanded 
treatment  of  employees  and  strengthens  re- 
cruitment efforts. 

• It  functions  as  a valuable  personnel  re- 
lations tool  by  explaining  benefits  to  employ- 
ees. 

• It  enunciates  standards  of  performance 
applicable  by  all  supervisors  and  promotes 
consistent  treatment  of  employees. 

• It  may  help  avoid  or  defend  against  dis- 
crimination charges. 

• It  should  reinforce  employee  confidence 
in  the  integrity  and  fairness  of  the  employer's 
policies  and  enhance  morale  and  productivity. 

• It  clarifies  benefits  and  the  conditions  of 
eligibility. 

The  employee  handbook  must  be  care- 
fully written  to  achieve  these  advantages.  Un- 
fortunately, though  employers  would  like  to 
promote  a "family"  spirit  they  must  avoid  lan- 
guage that  could  be  construed  as  contractual 
and  thereby  preclude  certain  actions.  How- 
ever, the  handbook  is  a communication  tool 
which  should  elicit  employee  understanding 
and  cooperation.  Many  times  overly  protective 
"legalese"  is  used  which  is  difficult  to  under- 
stand and  could  have  a negative  impact.  Sam- 


This  article  was  authored  by  David  L.  Hansen,  a human  resources 
consultant  with  McGladrey  & Pullen,  Des  Moines. 


uel  Cook,  chairman  of  the  labor  and  law  de- 
partment of  an  eastern  law  firm,  states,  "De- 
pending on  how  strongly  the  handbook's  legal 
caveats  are  worded,  they  may  tend  to  under- 
mine the  human  relations  value  of  such  state- 
ments against  the  possible  detrimental  impact 
on  employee  moral  and  security." 

The  medical  office  or  clinic  should  take 
certain  precautions  in  drafting  an  employee 
handbook: 

• It  is  important  to  maintain  the  "em- 
ployment-at-will" concept  throughout  the 
handbook.  This  strategy  reinforces  the  em- 
ployer's position  that  the  employment  rela- 
tionship has  no  contractual  basis. 

• Carefully  constructed  "disclaimers" 
must  appear  throughout  the  handbook.  These 
disclaimers  should  maintain  there  is  no  con- 
tractual basis  for  the  employment  relationship 
and  that  the  employer  reserves  the  right  to 
change,  adopt  or  eliminate  any  handbook  pol- 
icy. 

• A "superceded"  statement  should  be 
included  for  all  revised  policies  or  issuance  of 
an  updated  handbook. 

• An  "acknowledgment  form"  should  be 
provided  to  employees.  This  form  is  to  be 
signed  by  the  employee  indicating  the  em- 
ployee has  received  and  understands  the  con- 
tents of  the  handbook  and  confirms  the  em- 
ployment relationship  has  no  contractual  basis. 

Risk  is  not  limited  to  the  doctor/patient 
relationship  and  proper  medical  practices; 
medical  offices  and  clinics  need  to  address  risk 
associated  with  the  employment  relationship. 
A logical  place  to  start  is  an  up-to-date  em- 
ployee handbook.  The  information  in  this  col- 
umn is  general  and  should  not  be  acted  upon 
without  first  seeking  professional  guidance. 
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Iowa  Department  of  Public  Health 


Behavioral  Risk  Factor 
Surveillance  System 


The  IOWA  DEPARTMENT  OF  PUBLIC  HEALTH 

(IDPH)  has  identified  cardiovascular  dis- 
ease as  the  number  one  health  problem  in  Iowa. 
Data  from  death  certificates  and  other  sources 
show  the  annualized  1984-86  mortality  rate 
from  ischemic  heart  disease  is  253  per  100,000 
population  as  compared  to  the  national  rate  of 
217  per  100,000  population. 

High  blood  cholesterol,  high  blood  pres- 
sure and  cigarette  smoking  are  the  3 major  risk 
factors  for  cardiovascular  disease.  These  risk 
factors  can  also  be  controlled  by  making  life- 
style changes.  How  do  lowans  rate  with  their 
lifestyle  behaviors?  The  Behavioral  Risk  Factor 
Surveillance  System  (BRFSS)  is  providing  some 
answers. 

Data  Collection 

In  1981,  the  Centers  for  Disease  Control 
(CDC)  began  to  assist  state  health  departments 
in  administering  statewide  telephone  surveys 
entitled  the  Behavioral  Risk  Factors  Surveys. 

These  Behavioral  Risk  Factor  Surveys 
(BRFS)  permit  states  to  collect  information  re- 
garding the  prevalence  of  self-reported  health 
behaviors  using  relatively  low  cost  telephone 
survey  methodology.  The  behaviors  surveyed 
relate  to  the  10  leading  causes  of  death,  in- 
cluding: cholesterol,  cigarette  smoking,  hy- 
pertension, overweight,  seat  belt  usage,  phys- 
ical inactivity  and  alcohol  use. 

A surveillance  system  was  begun  in  1984. 
Participating  states  conduct  monthly  inter- 
views for  a year  or  longer.  Thirty-five  states 
participated  in  the  1987  Behavioral  Risk  Factor 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


Surveillance  System  (BRFSS),  covering  about 
75%  of  American  adults. 

The  goal  of  the  BRFSS  is  to  provide  data 
to  identify  health  promotion  and  disease  pre- 
vention priorities  for  the  public  and  private 
sectors  in  Iowa.  Specific  objectives  are  to  de- 
termine the  state-specific  prevalence  of  per- 
sonal health  behaviors  related  to  the  leading 
causes  of  premature  death  and  to  advance  the 
understanding  that  health-related  behaviors 
are  critical  indices  of  health. 

Interview  Process 

The  IDPH,  Division  of  Family  and  Com- 
munity Health,  Nutrition  Bureau,  began  the 
BRFSS  in  May  of  1988.  The  IDPH  contracts 
with  the  Iowa  Department  of  Agriculture,  Sta- 
tistical Division,  to  carry  out  the  telephone  in- 
terviewing. The  interview  process  uses  a mod- 
ified random  digit  dialing  and  random  selection 
of  adults  from  the  household.  The  surveys  are 
conducted  on  weekends  and  on  evenings. 
Ninety-nine  interviews  are  conducted  each 
month  for  a total  of  1,188  interviews  a year. 
Only  adults  over  18  years  of  age  are  included. 

There  are  currently  47  states  using  the  65 
core  questions  developed  at  the  Centers  for 
Disease  Control.  Each  state  typically  adds 
questions  and  modules  at  the  end  to  provide 
more  detailed  information.  In  Iowa,  these 
modules  include  information  on  county  of  res- 
idence, smokeless  tobacco  use  and  AIDS,  for 
a total  of  78  questions. 

County  Health  Planning  Initiative 

The  IDPH  is  currently  overseeing  a project 
called  the  County  Health  Planning  Initiatives 

(Continued  page  438) 
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''HIGH-POWERED 
PROFESSIONALS 
HAVE  A TOUGH 
TIME  GETTING 
HELP  IN  ORDINARY 
PROGRAMS.  IT 
TAKES  SPECIAL 
PEOPLE  TO  DEAL 
WITH  THEM." 

Independent.  Demanding.  Driven.  All  are  characteristics  of 
success-oriented  professionals.  They're  characteristics  that 
contribute  to  professional  achievement,  but  can  prevent 
effective  treatment  of  chemical  dependency  problems. 

The  McBride  Center  exists  specifically  to  help 
impaired  professionals  (physicians,  lawyers, 
executives,  etc.)  deal  with  alcohol,  cocaine 
and  other  drug  dependencies.  Our  highly 
skilled  specially-trained  people  are 
experienced  in  dealing  with  the 
special  problems  of  the  professional 
including  re-entry  into  their 
practice  or  profession. 

The  McBride  Center  program  offers 
individualized  treatment  in  a 
highly  confidential  environment. 

Assistance  is  available  on  both 
an  in-patient  and  out-patient 
basis  for  patients  and  their 
families.  For  additional 
information  contact  the 
McBride  Center. 

Milwaukee  (414)  258-2600 
Madison  (608)  255-1116 


Roland  E.  Herrington,  M.D. 

Director,  Chemical  Dependency  Division 


MCBRIDE  CENTER 
MILWAUKEE  PSYCHIATRIC  HOSPITAL 


EXPERIENCE  MAKES  AIL  THE  DIFFERENCE 


A private,  non-profit  oroonizotion,  dedicated  to  leadership  in  mental  health  services.  Established  in  1 884. 
A teaching  affiliate  of  tne  Medical  College  of  Wisconsin. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride, 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating . nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  ' ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3-4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NOC 


53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

1-800-237-9083 


Program.  This  program  identifies  health  prob- 
lems in  each  of  the  99  counties  and  works  on 
screening  and  education  to  improve  the  mor- 
tality or  morbidity  rate  of  the  problem.  The 
BRFSS  is  a complement  to  the  Health  Planning 
Initiative  because  the  BRFSS  data  is  county- 
specific.  After  a few  years,  the  number  of  adults 
surveyed  within  each  county  will  be  large 
enough  to  recognize  trends  and,  hopefully, 
improvements  in  lifestyle  behaviors  of  lo- 
wans. 

Data  summarized  here  was  collected  from 
May  through  December,  1988. 

1988  Behavioral  Health  Risks  of 
lowans 

• Cholesterol  — 63.4%  reported  having  their 
cholesterol  checked  at  least  once. 

• Hypertension  — 19.4%  said  they  had  been 
told  by  a doctor,  nurse  or  other  health  profes- 
sional they  have  high  blood  pressure. 

• Smoking  — 22.3%  reported  they  now 
smoke;  42.9%  of  men  and  60%  of  women  re- 
ported they  had  never  smoked. 

• Exercise  — 44.1%  of  those  18-64  and 
30.6%  of  those  65  and  older  reported  more 
than  20  minutes,  3 times  a week  of  leisure  time 
physical  activity. 

• Binge  or  acute  drinking  — 15.3%  of  the 
respondents  reported  having  5 or  more  drinks 
on  an  occasion,  one  or  more  times  in  the  past 
month. 

• Seat  belt  use  — 76.3%  of  those  surveyed 
reported  using  a seat  belt  always  or  nearly  al- 
ways. 


AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

"Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-I40I 

Toll-free  in  Iowa:  1/800-747-3070 

Reprinted  by  pennission  from  Kansas  Medicine 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  Sc  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surger>^ 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons-The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 

#/  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling-Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project./# 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection  in  smokers  and  older  adults 


cerocior 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Suininary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mfluemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOfl  SHOUio  BE  administered  cautiously  to  penicilun 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  RARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  HCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adfustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia.  and  frequently,  fever)  1 5%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  laundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%.  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children). 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  Iglucose 
enzymatic  lest  strip.  Lilly)  iixioesLi 

Additional  information  available  from  Rv  2351  amp 

Ell  Lilly  and  Company,  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 
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MOST  OF  THE  ^EOPLE  IN  THIS 


BUILDING J[|^VE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 


IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  affects  our 
patients  and  our  profession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  / West  Des  Moines,  Iowa  Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  lA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 


U.  of  I.  College  of  Medicine 


TWO  COLLEGE  OF  MEDICINE  FACULTY 
HAVE  WON  appointments  by  the  Howard 
Hughes  Medical  Institute  to  pursue  research 
involving  major  human  diseases.  John  E.  Don- 
elson.  Biochemistry,  and  Michael  J.  Welsh, 
Internal  Medicine  and  Physiology,  became  the 
first  lowans  to  be  selected  by  the  institute, 
which  provides  full  support  and  equipment 
for  at  least  7 years.  Donelson,  from  Ogden, 
uses  genetic  engineering  techniques  to  learn 
how  the  tropical  parasite  that  causes  sleeping 
sickness  evades  the  human  immune  system. 
Welsh,  of  Marshalltown,  studies  lung  airway 
epithelia  ion  secretions.  The  Bethesda,  Mary- 
land, medical  institute  was  created  in  1953  by 
the  late  aviator-industrialist.  It  supports  some 
200  scientific  investigators  across  the  nation. 

NEW  FINDINGS  ABOUT  CYSTIC  FIBROSIS 

were  reported  by  a ill  College  of  Medicine  research 
team  that  includes  Michael  J.  Welsh,  Internal  Med- 
icine. They  found  in  normal  cells  a specific  enzyme 
can  either  stimulate  or  inhibit  chloride  secretion  by 
lung  airway  epithelia,  while  in  persons  with  cystic 
fibrosis  the  regulation  of  the  chloride  channels  is 
abnormal  because  hormones  do  not  open  channels. 
However,  another  part  of  the  channel  is  normal 
because  it  responds  to  the  specific  enzyme  by  closing. 
The  failure  to  open  and  secrete  results  in  develop- 
ment of  the  dehydrated,  sticky  mucus  that  clogs 
lungs  and  the  digestive  system. 

X-RAY  IMAGES  VIA  TELEPHONE  LINES 

were  found  to  be  nearly  as  reliable  as  original 
x-rays  and  accurate  enough  for  physicians'  use 
in  a study  done  in  the  UI  family  practice  cen- 
ter. Over  5 months  x-rays  of  some  200  patients 
were  transmitted  electronically  to  the  UI  ra- 
diation department  and  read  by  radiologists. 
The  next  day  the  film  originals  were  read  by 
other  radiologists  to  avoid  bias.  The  study  was 
conducted  by  Edmund  Franken,  head  of  Ra- 
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diology  and  Charles  Driscoll,  head  of  Family 
Practice  and  colleagues. 

WHY  A PERSON  LOSES  WEIGHT  IS  MORE 
IMPORTANT  than  how  the  weight  is  lost,  and 
the  most  valuable  long-term  benefit  to  weight  loss 
is  feeling  better  about  oneself.  Those  are  some  of  the 
preliminary  findings  of  an  ongoing  study  by  Kristi 
Ferguson  and  her  colleagues  in  the  Office  of  Con- 
sultation and  Research  in  Medical  Education. 
'Many  people  have  said  that  to  be  successful  at 
losing  weight  and  maintaining  it,  you  must  do  it 
for  yourself,  not  for  other  people,"  she  says.  The 
researchers  have  interviewed  122  people  to  learn 
what  it  takes  to  succeed  at  maintaining  weight  loss 
over  time.  The  majority  of  those  interviewed  were 
women  — now  they  would  like  to  interview  more 
men  who  have  lost  at  least  20  pounds,  have  kept 
the  weight  off  for  at  least  a year  and  have  not  re- 
gained more  than  5 pounds.  Call  319/335-9910  for 
more  information. 

THE  SECOND  HALF  OF  BASKETBALL 
GAMES  AND  WRESTLING  PRACTICE  SES- 
SIONS appear  to  be  the  likely  times  for  player 
injury  in  high  school,  according  to  a study  by 
John  W.  Powell,  Orthopaedic  Surgery.  He 
found  60%  of  basketball  injuries  occur  in  the 
second  half  and  about  66%  of  wrestling  inju- 
ries come  during  practice,  where  the  most  time 
is  spent.  The  study  also  showed  22%  of  boys 
and  23%  of  girls  in  basketball  incur  at  least  one 
injury  each  year  that  keeps  them  out  of  play. 
The  study  was  conducted  by  the  National  Ath- 
letic Trainers  Association  among  schools  with 
certified  athletic  trainers. 

LUNG  DISEASE  FROM  EXPOSURE  TO  AS- 
BESTOS does  not  progress  in  all  patients,  and  re- 
searchers in  internal  medicine  will  try  to  under- 
stand factors  accounting  for  lung-function 
deterioration  in  a 5-year  study  just  under  way. 
About  150  study  participants  are  sought  by  David 
Schwartz,  Internal  Medicine  319/356-8269.  They 
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must  visit  the  U1  twice  in  the  first  year  and  once 
each  in  the  remaining  years.  The  researchers  will 
also  determine  if  there  are  treatments  to  arrest  fur- 
ther development  of  the  disease. 

FOUR  FACULTY  MEMBERS  SERVE  ON  THE 
1989  TEST  COMMITTEES  of  the  National 
Board  of  Medical  Examiners.  They  are  P.  Mi- 
chael Conn,  Pharmacology,  John  E.  Donel- 
son.  Biochemistry,  Gerald  F.  DiBona,  Inter- 
nal Medicine  and  Richand  G.  Lynch, 
Pathology. 

FACULTY  HONORS,  AWARDS  AND  OF- 
FICES: Francois  Abboud,  head  of  Internal 
Medicine,  was  named  president-elect  of  the  Amer- 
ica Heart  Association;  Nancy  Andreasen,  Psy- 
chiatry, was  elected  president  of  the  American  Psy- 
chopathological  Association,  Carol  Aschenbrener, 
senior  associate  dean,  was  named  to  the  Cancer 
Education  Review  Committee,  National  Cancer  In- 
stitute; Frederick  C.  Blodi,  Ophthalmology,  was 


named  vice  president  of  the  American  Ophthalmo- 
logical  Society,  vice  chairman  for  ophthalmic  heri- 
tage of  the  American  Academy  of  Ophthalmology 
Foundation,  winner  of  the  gold  medal  of  achieve- 
ment from  the  University  of  Florence  medical  school 
and  winner  of  the  Tabor  Award  from  the  San  Diego 
eye  bank;  P.  Michael  Conn,  Pharmacology,  re- 
ceived the  Ernst  Oppenheimer  Memorial  Award, 
highest  honor  of  the  Endocrine  Society,  and  scien- 
tific counselor  to  the  National  Institute  of  Environ- 
mental Health  Sciences;  Samuel  J.  Fomon,  Pe- 
diatrics, was  named  a Fellow  of  the  American 
Institute  of  Nutrition;  Brian  F.  McCabe,  Otolar- 
yngology-head and  neck  surgery,  was  given  the 
Award  of  Merit,  highest  award  of  the  American 
Otological  Society;  W.  W.  Morris,  associate  dean 
emeritus,  received  the  1989  "Leader  in  Aging" 
award  from  the  Iowa  Commission  of  Elder  Affairs; 
Thomas  A.  Weingeist,  Ophthalmology,  was 
named  associate  secretary  of  the  American  Academy 
of  Ophthalmology,  editorial  board  member  of  Doc- 
uments Ophthalmologica,  and  to  the  medical  ad- 
visory committee  of  the  Ophthalmic  Photographers 
Association. 


REDUCE  YOUR  LOSS  RATIO 

How  often  has  your  staff  needed  to  locate  a missing  person?  How  often  have  they  sent  a file  to  an  outside  firm? 
How  often  has  that  person  still  not  been  found?  How  often  was  that  firm  very  expensive? 

Would  you  like  to  be  able  to  increase  your  company’s  in-house  find  ratio,  or  decrease  your  company’s  expense 
of  outside  locating  firms? 

Financial  Training  Institute  has  the  “How  to  Find  Missing  Persons”  Manual,  specifically  designed  to  help  anyone 
in  a commercial  environment,  find  missing  persons  on  their  own  and  increase  the  probability  of  collecting  from  a 
bad  account.  There  are  a variety  of  methods  and  concepts  contained  in  our  Manual  that  can  significantly  lower  the 
costs  of  finding  missing  persons.  This  Manual  also  shows  how  to  detect  social  security  number  fraud. 

The  “How  to  Find  Missing  Persons”  Manual  is  comprehensive,  yet  easily  understood,  and  has  been  found 
extremely  valuable  by  two  groups  involved  in  locating  or  collection,  the  novice  and  the  veteran.  Some  of  the 
organizations  that  are  benefiting  from  our  Manual  include: 

Insurance  Companies  Rental  Agencies  Medical  Associations 

Legal  Firms  Credit  Card  Systems  International  Corporations 

Banks,  Savings  & Loans  State  Loan  Commissions  Law  Enforcement  Personnel 

Credit  Unions  (students) 

Previous  users  of  this  Manual  have  found  that  most  companies  can  recover  their  purchase  price  by  resolving 
one  specific  past  or  future  case.  Users  also  find  that  the  Manual  increases  their  job  skills  enabling  them  to  dramatically 
change  their  department’s  value  to  the  company. 

“The  Nilson  Report”  (a  credit  card  executive  advisory  service)  recommended  the  original  “How  to  Find  Missing 
Persons”  Manual  to  every  business  in  issue  No.  164,  of  July  1981. 

The  Manual  is  authored  by  Don  Elliott.  His  background  includes  over  25  years  of  investigative  experience  as  a 
Naval  Intelligence  Officer,  Retail  Credit  Administrator,  and  Owner  of  Collection  Agencies. 

Wouldn’t  you  like  to  improve  your  firm’s  probability  of  successful  locating?  To  receive  your  copy  of  the  “How  to 
Find  Missing  Persons”  Manual  send  $79.95  to: 

FINANCIAL  TRAINING  INSTITUTE,  INC. 

5100  West  164th  Street,  Suite  21 
Cleveland,  Ohio  44142 

Your  Manual  will  arrive  marked  for  your  personal  attention  only. 
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For  the  last  word 
in  relief  from  acute  pain 
without  sui^ery. 

Pain  relief  can  be  provided  for 
your  patients  who  suffer  from  low 
back,  myofascial,  headache,  can- 
cer pain,  and  post-traumatic  and 
post-operative  pain  syndromes 
without  surgery. 

Experienced,  expert  anesthe- 
siologists at  the  Mercy  Nerve 
Block  Center  can  help  patients 
alleviate  pain  using  neural  block- 
ade and  other  pain  management 
methods.  Treatment  methods 
may  include  a variety  of  special- 
ized procedures,  medications, 
injections  and  transcutaneous 
nerve  stimulation  (TNS). 

To  help  your  patients  overcome 
the  debilitating  and  demoralizing 
effects  of  longer  term  recurring 
pain,  refer  them  to  the  Mercy 
Nerve  Block  Center  — an  out- 
patient unit  now  located  on  the 
second  floor  of  Mercy  Medical 
Plaza  East. 

b\)r  information,  or  to  arrange 
an  appointment,  call  (515)  247- 
8650  today. 

And  offer  your  patients  relief 
from  pain  without  surgery. 


i 


f /MERCY 


HOSPITAL 

MEDICAL 

CENTER 


Sixth  & University  • Des  Moines,  Iowa  50314 


Medical  News/Products  and  Programs 


A BETTER  WAY  TO  ICE  MASSAGE  — Sports- 
ware  West  introduces  a better  way  to  ice  mas- 
sage: Cryocup.  Literally  meaning  "cold"  cup, 
the  reusable,  2-piece  polyethylene  unit  pro- 
vides a reliable,  convenient,  cost-effective 
means  to  apply  an  ice  massage.  Its  ergonomic 
design  allows  the  user  to  enjoy  the  soothing 
benefits  of  ice  massage  without  the  hassles, 
waste  and  frustrations  of  using  styrofoam  or 
paper  cups.  Its  contoured,  cold-retardant  ap- 
plicator ring  protects  the  fingers  from  the  ice 
block  and  it  gives  the  user  complete  control  of 
the  ice  block.  To  use,  simply  put  Cryocup  to- 
gether, fill  with  water,  freeze,  separate  under 
warm  running  water  and  apply,  again  and 
again.  Price  includes  an  instruction  guide.  Bulk 
discounts  are  available.  For  more  information, 
contact  Sportsware  West,  1320  Panchita  Place, 
Santa  Barbara,  California  93101,  805/962-7454. 

ROCHE  LABORATORIES  INTRODUCES 
NEW  SINGLE  VIAL  PACKAGING  FOR  RO- 
FERON®-A  — Roferon®-A  (interferon  alfa-2a,  re- 
combinant! Roche)  is  available  in  a single-vial  pack- 
aging  for  less  expensive  administration  in  the 
treatment  of  hairy  cell  leukemia  and  AlDS-related 
Kaposi's  sarcoma  (KS).  Such  packaging  eliminates 
the  financial  investment  and  storage  space  required 
with  the  standard  10-vial  supplies.  In  1988,  the 
FDA  granted  Roche  a license  to  market  Rofer- 
on®-Afor  treatment  ofKS  in  select  patients  18  years 
of  age  and  older.  At  that  time,  Roche  introduced  its 
cost  assistance  program  to  reimburse  patients,  phy- 
sicians, pharmacists  or  third-party  payers  for  drug 
costs  exceeding  $9,800  per  year.  Without  the  limit 
the  yearly  cost  of  therapy  to  treat  KS  would  range 
from  $30,000  to  $50,000.  Roche  has  a toll-free  in- 
formation line,  1-800/227-7448. 

NEW  PACKAGING  WARNINGS  — Hoff- 
man-LaRoche  has  announced  Accutane®  cap- 
sules are  available  in  packaging  that  reinforces 
the  pregnancy  warning  every  time  a patient 
takes  a capsule.  In  addition  to  printed  warn- 
ings, illustrations  of  an  infant  with  character- 
istic visible  external  deformities  representing 


common  birth  defects  associated  with  Accu- 
tane® appear  on  the  package.  This  new 
packaging  represents  an  advancement  in  Hoff- 
mann-LaRoche's  Pregnancy  Prevention  Pro- 
gram for  women  on  Accutane®. 

NEW  I.V  CATHETER  HELPS  PREVENT 
NEEDLESTICK  INJURIES  — Protective  I.V. 
Catheter,  introduced  by  Critikon,  Inc.,  a Johnson 
and  Johnson  Company,  incorporates  a protective 
needle  shield  that  locks  into  place  over  the  introducer 
needle  as  it  is  withdrawn  from  the  catheter.  The 
point  is  then  safely  and  permanently  encased  to 
prevent  needlestick  injuries.  Full  national  availa- 
bility is  expected  by  early  1990.  For  more  infor- 
mation contact  the  Director  of  Marketing  Services, 
Critikon,  Inc.,  P.O.  Box  22800,  Tampa,  Florida 
33630,  1-800/237-2033. 

PARAPLEGIC  DESIGNS  WHEELCHAIR  — 

A new  type  of  power  wheelchair  capable  of 
dramatically  enhancing  the  lives  of  millions  of 
disabled  Americans  has  been  designed  by  a 
Denver  paraplegic  whose  original  goal  was  to 
break  the  physical  barriers  caused  by  his  own 
disability.  The  new  motor-powered  wheel- 
chair is  the  first  to  enable  those  with  little  or 
no  leg  function  to  stand  without  assistance  and 
move  about  freely  in  either  a sitting  or  stand- 
ing position.  This  stand-up  feature  was  de- 
signed to  provide  important  medical  benefits 
and  enhance  the  user's  ability  to  function  in- 
dependently in  the  home,  workplace  and  other 
environments. 

Called  HiRider,  the  device  was  designed 
by  Tom  Houston,  a 47-year-old  construction 
superintendent  paralyzed  from  the  waist  down 
as  a result  of  a 1979  construction  site  accident. 
It  is  being  manufactured  and  will  be  marketed 
by  RETEC  USA,  Inc.,  a subsidiary  of  Gaymar 
Industries,  a leading  maker  of  medical  projects 
based  in  Orchard  Park,  New  York.  The  wheel- 
chair is  expected  to  be  available  through  med- 
ical distributors  in  mid-1989. 

(Continued  next  page) 
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Recent  Books 


The  National  Rural  Health  Association  spon- 
sored a conference  in  December  1987  to  estab- 
lish a national  rural  health  research  agenda. 
This  conference,  mandated  by  the  U.S.  Con- 
gress, is  summarized  in  a special  issue  of  Health 
Services  Research,  vol.  23,  no.  5,  February  1989. 
The  conference  set  about  to  summarize  exist- 
ing research  on  key  health  care  issues  in  rural 
America,  identify  gaps  in  knowledge  and  de- 
velop an  agenda  for  rural  health  services  re- 
search. The  report  presents  concerns  about  the 
changing  rural  environment;  elderly,  mater- 
nal, child  and  adolescent  care;  alternate  deliv- 
ery systems;  hospitals  and  primary  health  care 
as  well  as  concerns  for  the  poor  and  unin- 
sured. This  conference  faced  the  dilemma  of 
how  little  is  known  of  some  aspects  of  rural 
health  care  and  the  problems  of  future  re- 
search and  action  to  insure  a good  future  for 
the  health  of  this  population.  Copies  of  the 
report  may  be  ordered  from  the  National  Rural 
Health  Association,  301  E.  Armour  Blvd.,  Suite 
420,  Kansas  City,  Missouri  64111.  The  price  is 
$20.00  for  NRHA  members,  $25.00  for  non- 
members. 

The  Business  Side  of  Medical  Practice,  Depart- 
ment of  Practice  Development  Resources, 
American  Medical  Association,  Chicago,  Illi- 
nois 60610.  The  chapter  headings  of  this  book 
indicate  the  value  of  the  contents:  1)  Deciding 
how  to  practice;  2)  Selecting  the  place  to  prac- 
tice; 3)  Setting  up  your  office;  4)  Financing  an 
office;  5)  Clearing  legal  hurdles  and  securing 
professional  assistance;  6)  What  insurance  a 
doctor  should  carry;  7)  An  efficient  medical 
office;  8)  Running  the  business  side  of  a prac- 
tice; 9)  Billing  and  collections;  10)  Personnel  in 
a medical  practice;  11)  Financial  planning;  and 
further  sources  of  information.  The  informa- 
tion is  basic  and  thought-provoking.  Today  the 
practice  of  medicine  is  big  business  whether 
we  wish  to  admit  it  or  not.  Medical  education 
is  lax  in  preparing  the  neophyte  physician  for 
office  operations.  From  an  elder  physician  to 
a younger  one  — let  the  AMA  assist  you  in 
formulating  your  plans  for  entering  the  prac- 
tice of  medicine.  This  book  and  other  sources 
of  information  and  assistance  from  the  AMA 
will  be  invaluable  to  you. 


"Next  time  someone  offers  you  food  with  a high  cholesterol  level,  turn 
the  other  cheek." 


MILLARD  K.  MILLS 
AND  COMPANY 

Offering 

COMPLETE  PRACTICE  SURVEYS 
or 

CONSULTATION  ON 
SPECIFIC  CONCERNS 
for 

GROUPS  OR  INDIVIDUAL  DOCTORS 
★ ★★★★★ 

Millard  K.  Mills,  President 
Certified  Professional  Business 
Consultant 
40  years  experience 
Member:  Society  of  Professional 
Business  Consultants 
★ ★★★★★ 

226  Alta  Vista  Avenue 
Waterloo,  lA  50703 
(319)  232-1197 
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Worth  a Look!  New  From 
IOWA  MEDICAL  SOCIETY 


Reduce  Your 
Taxes 

and  Strengthen 
Your  Security  with 

The 

Prime  Financial 
Benefit  Trust 


Greater  Security 
Reduced  Taxes 
Effective  Financial 
Planning 

□ Tax  deductible  contributions 

□ Flexible  funding  to  suit  your  cash  How 
needs 

□ Assets  secured  from  creditors  in  most 
cases.  Product  backed  by  A+  Superior 
rated  insurance  company 

□ Taxes  deferred  on  assets  held  by  the 
insurance  company 


□ Compatible  with  existing  retirement 
plans,  IRAs  and  Keogh  Plans 

□ Low  set-up  and  maintenance  costs 

□ You  may  terminate  the  plan  at  any  time 

□ No  tax  penalty  for  early  withdrawal 


For  information,  call 
David  Black 
Benefit  Consultant 
The  Prouty  Company 
800/798-1012  or  515/226-9000 
or 

IMS  SERVICES 

800/642-6054  or  515/223-2816 


About  Iowa  Physicians 


Dr,  David  Youberg  has  retired  after  22  years 
of  medical  practice  at  Medical  Associates,  P.C. 
clinics  in  Sac  City,  Lake  View,  Early  and  New- 
ell. Dr.  Youberg  received  the  M.D.  degree  from 
the  University  of  Colorado  School  of  Medicine, 
Denver,  Colorado.  Dr.  David  L.  Kapaska  has 
replaced  Dr.  Youberg.  Dr.  Kapaska  received 
the  D.O.  degree  from  the  University  of  Os- 
teopathic Medicine  and  Health  Sciences,  Des 
Moines  and  served  his  family  practice  resi- 
dency at  Iowa  Lutheran  Hospital,  also  in  Des 
Moines.  Dr.  Mary  Mueller  has  joined  Dr.  Ste- 
ven Hanas  at  DeWitt  Family  Medical  Center. 
Dr.  Mueller  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  completed  the 
Davenport  Family  Practice  Residency  Pro- 
gram. Dr,  William  Z.  Ramirez  has  joined  the 


Des  Moines  Medical  Group.  Dr.  Ramirez  re- 
ceived the  M.D.  degree  from  Autonomous 
University  in  Monterrey,  Mexico  and  served 
his  internal  medicine  residency  at  St.  Francis 
Hospital  in  Evanston,  Illinois.  Dr.  James  Gan- 
non has  retired  after  35  years  of  medical  prac- 
tice in  Laurens.  Dr.  Gannon  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine 
and  served  an  internship  at  Kansas  City  Gen- 
eral Hospital,  Kansas  City,  Missouri.  Dr.  Meryl 
A.  Severson,  an  obstetrician/gynecologist  with 
Park  Clinic  in  Mason  City,  has  been  named 
medical  examiner  for  Cerro  Gordo  County.  Dr. 
Severson  was  deputy  medical  examiner  for  the 
past  3 years.  Dr.  Robert  Kretzschmar,  Iowa 
City  gynecologist,  was  awarded  the  first  Out- 
standing Service  Award  by  the  Johnson  County 


QUALITY  PRODUCTS,  PROMPT  SERVICE  AND  A COM- 
MITMENT TO  COMPLETE  SATISFACTION  MEANS  REAL 
VALUE  FOR  OUR  CUSTOMERS. 


HAWKEYE  MEDICAL 
SUPPLY,  INC. 


HOME  OFFICE:  225  E PRENTISS  STREET.  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE;  7212  UNIVERSITY  AVE.,  DES  MOINES.  lA  50311  (515)  274-4015 

IOWA  WATS  -After  the  sale . . . it's  the  SERVICE  that  counts." 

1-800-272-6448 


Your 

rQbco-> 

dealer 
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Unit  of  the  American  Cancer  Society  for  his  25 
years  of  service  to  the  organization.  Dr.  Glen- 
don  Button,  Conrad  family  practitioner,  re- 
cently received  the  McPherson  College  Cita- 
tion of  Merit  at  the  Alumni  Banquet  and 
Awards  Ceremony.  Criteria  for  the  award  are 
based  on  achievement  and  success  in  one's 
profession,  service  to  humankind,  service  to 
one's  church  and  support  of  McPherson  Col- 
lege. Dr.  David  Schrodt  has  joined  the  Park 
Clinic  at  Hampton  and  Allison.  Dr.  Schrodt 
received  the  M.D.  degree  from  the  Univerity 
of  Missouri  School  of  Medicine,  Kansas  City, 
Missouri  and  served  his  internship  in  Milwau- 
kee, Wisconsin.  Prior  to  joining  the  clinic.  Dr. 
Schrodt  had  been  in  practice  in  Bethany,  Illi- 
nois. Dr.  Richard  Francis,  a surgeon  who 
joined  the  Park  Clinic  staff  in  1988,  recently 
resigned.  Dr.  Phillip  D.  Brooks  has  joined 
Grinnell  General  Hospital  as  a staff  radiologist. 
Dr.  Brooks  received  the  M.D.  degree  from 
Wayne  State  University  School  of  Medicine, 
Detroit,  Michigan.  Dr.  Patrick  Ryal  has  begun 
practice  in  Nora  Springs.  Dr.  Ryal  previously 
was  the  Associate  Director  of  Family  Practice 
at  Mercy  Hospital  in  Mason  City. 


Deaths 


Dr.  Charles  B.  Carignan,  Jr.,  61,  Spirit  Lake, 
died  July  16  at  Dickinson  County  Memorial 
Hospital.  Dr.  Carignan  received  the  M.D.  de- 
gree from  Creighton  University  School  of 
Medicine,  Omaha,  Nebraska  and  interned  at 
Nebraska  Methodist  Hospital,  Omaha,  Ne- 
braska. Prior  to  locating  in  Spirit  Lake  in  1974, 
Dr.  Carignan  practiced  in  Elm  Creek  and  Rav- 
enna, Nebraska. 

Dr.  J.  Fred  Throckmorton,  89,  Des  Moines, 
died  July  16  at  Iowa  Methodist  Medical  Center. 
Dr.  Throckmorton  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and  prac- 
ticed at  Mercy  Hospital  Medical  Center  until 
his  retirement  in  1975.  He  was  a member  of 
the  International  College  of  Physicians  and 
Surgeons  and  a life  member  of  the  Iowa  Med- 
ical Society. 


CORRECTION 


The  gentleman  Dr.  Daniel  Youngblade  is 
greeting  in  the  above  photo,  taken  at  the  1989 
annual  meeting,  was  incorrectly  identified  in 
the  July  issue  of  iowa  medicine.  The  physician 
is  William  P.  Davey,  M.D.,  Sioux  City. 


OAAAHA  MID-WEST 
CLINICAL  SOCIETY 

57th  ANNUAL 
POSTGRADUATE  ASSEMBLY 

NOVEMBER  2,  3 and  4,  1989 

RED  LION  INN 
OMAHA,  NEBRASKA 

For  information  contact 

Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 
402/397-1443 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines/ Sioux  City 
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Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515'243-3690  or  Iowa  toll-free:  1-800-622-8335 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOITACTICS. 


What  isAvho  are  SOFTACTICS? 

A compar^  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 


For  more  information,  call  SOFTACTICS  today. 


Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CEIARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


SURGEON  OPPORTUNITY  — Immediate  opening  for  general  surgeon 
in  rural  Nebraska.  Board  Certified  or  Board  Eligible.  Must  be  licensed 
in  Nebraska.  Excellent  benefits.  Contact  Wallace  & Panzer,  M.D.,  P.C., 
807  North  Ash,  Gordon,  Nebraska  69343. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  family  practice,  invasive  car- 
diology, oncology,  urology,  ophthalmology,  occupational/emergency 
medicine,  pulmonology,  general  vacular  surgery  and  general  internal 
medicine.  The  Mankato  Clinic  is  a 40-doctor  multi-specialty  group  prac- 
tice in  south  central  Minnesota  with  a trade  area  population  of  150,000. 
Guaranteed  salary  first  year,  incentive  thereafter  with  full  range  of 
benefits  and  liberal  time  off.  For  more  information,  call  Roger  Green- 
wald.  Administrator  or  Dr.  B.C.  McGregor  at  507/625-1811  or  write  501 
Holly  Lane,  Mankato,  Minnesota  56001. 


ORTHOPEDIC  SURGEONS,  WISCONSIN  — Marshfield  Clinic,  a 
multispecialty  group  practice  with  over  300  physicians,  is  seeking  BE/ 
BC  orthopedic  surgeons  to  join  expanding  regional  centers.  Positions 
available  in  2 locations.  One  in  northwestern  Wisconsin  within  90  miles 
of  Minneapolis  and  one,  a group  practice  of  25  physicians,  in  north- 
central  Wisconsin  approximately  IV2  hours  from  Lake  Superior.  Com- 
munities offer  exceptional  recreational,  cultural  and  educational  op- 
portunities. Compensation  package  with  starting  salary  up  to  $149,100 
combined  with  outstanding  fringe  benefit  package  totals  in  excess  of 
$200,000.  There  is  no  buy-in  or  start-up  expense.  Send  CV  and  refer- 
ences to  David  L.  Draves,  Director,  Regional  Development,  1000  North 
Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  collect  715/387-5376. 


PRACTICE  OPPORTUNITY  — Neurologist,  orthopaedist,  neurosur- 
geon, anesthesiologist  or  general  practitioner  interested  in  treating  pain, 
needed  as  associate  in  well-established  Midwest  Neurosurgical  Practice/ 
Pain  Center  treating  acute  and  chronic  headache  and  pain.  An  oppor- 
tunity to  buy  practice;  drawing  area  of  300,000.  8,000  sq.  ft.  new  clinic 
building  just  across  from  Marian  Health  Center.  If  interested  please 
call  1-800/383-PAIN  or  712/252-4386  or  send  resume  to  Headache  and 
Pain  Control  Center,  P.C.,  700  Jennings  Street,  Sioux  City,  Iowa  51105. 


McCRARY-ROST  CLINIC,  P.C.  — Seeking  a family  physician  to  prac- 
tice with  David  R.  Archer,  M.D.  in  the  Gowrie,  Iowa  office.  The  group 
includes  9 family  physicians,  1 general  internist,  2 general  surgeons 
with  an  environment  to  practice  quality  medicine,  balanced  with  a high 
quality  of  life.  New  building,  call  every  tenth  night  with  adequate  time 
off  for  family  and  other  interests.  For  more  information  contact  David 
R.  Archer,  M.D.  at  515/352-3891  or  Ed  Maahs,  Administrator  at  800/262- 
6230. 


GENERAL  INTERNIST  — Marshfield  Clinic,  a multispecialty  group 
practice  with  over  300  physicians,  is  seeking  BE/BC  general  internist  to 
join  expanding  regional  centers.  Practice  opportunities  range  in  size 
from  multispecialty  groups  of  11  to  25.  Positions  available  in  3 locations. 
One  in  northwestern  Wisconsin,  90  miles  from  Minneapolis;  one  in 
northcentral  Wisconsin  in  close  proximity  to  the  U.  P.  of  Michigan  and 
Lake  Superior  and  one  in  central  Wisconsin  within  35  miles  of  Marsh- 
field. Full  specialty  consultation  readily  available.  Positions  offer  strong 
economic  stability  combined  with  exceptional  recreational,  cultural  and 
educational  opportunities.  Starting  salary  up  to  $89,400  with  salary  in 
2 years  up  to  $113,100.  Fringe  benefit  package  is  outstanding.  Send  CV 
and  references  to  David  L.  Draves,  Director,  Regional  Development, 
1000  North  Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  collect 
715/387-5376. 


FAMILY  PRACTICE  — Marshfield  Clinic,  a multispecialty  group  prac- 
tice with  over  300  physicians,  is  seeking  BE/BC  family  practitioners  to 
join  expanding  regional  centers.  Practice  opportunities  range  in  size 
from  single  specialty  groups  of  3 to  multispecialty  groups  of  25.  Posi- 
tions available  in  6 locations.  Two  in  northwestern  Wisconsin  within 
70  and  90  miles  from  Minneapolis;  2 in  northcentral  Wisconsin  within 
80  and  90  miles  of  Lake  Superior  and  2 in  central  Wisconsin  within  25 
and  35  miles  of  Marshfield.  Full  specialty  consultation  readily  available. 
Positions  offer  strong  economic  stability  combined  with  exceptional 
recreational,  cultural  and  educational  opportunities.  Starting  salary  up 
to  $89,400  with  salary  in  2 years  up  to  $113,100.  Fringe  benefit  package 
is  outstanding.  Send  CV  and  references  to  David  L.  Draves,  Director, 
Regional  Development,  1000  North  Oak  Avenue,  Marshfield,  Wiscon- 
sin 54449  or  call  collect  715/387-5376. 


FAMILY  PHYSICIAN  NEEDED  — Academic  department  of  family 
practice  is  recruiting  Board  Certified  family  physicians  to  join  the  full- 
time faculty  of  its  well-established  24-resident  program.  Responsibil- 
ities include  teaching,  research  and  patient  care.  Residency  training  and 
previous  experience  in  these  areas  is  highly  desirable,  as  well  as  ob- 
stetrics skills.  Located  in  a midwestern/Big  Ten  medical,  recreational 
and  cultural  center  of  excellence.  Level  and  type  of  appointment  com- 
mensurate with  credentials  of  applicant.  Send  CV  to  Charles  E.  Driscoll, 
M.D.,  Professor  and  Head,  Department  of  Family  Practice,  University 
of  Iowa  College  of  Medicine,  2149  Steindler  Building,  Iowa  City,  Iowa 
52242.  Women  and  minorities  are  encouraged  to  apply.  The  University 
of  Iowa  is  an  Affirmative  Action/Equal  Opportunity  Employer. 


PEDIATRICIAN,  BE/BC  — Director  needed  for  pediatrics  department 
at  Broadlawns  Medical  Center,  Des  Moines.  This  county  hospital  has 
an  active  ER,  acute  care  pediatrics  and  a family  residency  program. 
Good  possibility  of  University  of  Iowa  faculty  appointment.  Send  CV 
to  BMC,  18th  and  Hickman  Road,  Des  Moines,  Iowa  50314  or  call  515/ 
282-2319. 


FAMILY  PHYSICIAN  — Busy,  rewarding  2-doctor  practice  in  central 
Virginia.  Beautiful,  friendly  rural  setting  close  to  urban  amenities.  Vir- 
ginia offers  the  ocean,  mountains,  Washington,  D.C.  and  a great  econ- 
omy. For  more  information,  call  A1  Southall,  M.D.,  A.B.F.P.,  Louisa 
Family  Practice,  Louisa,  Virginia  at  703/967-2202. 


450  / Iowa  Medicine 


EMERGENCY  MEDICINE,  DUBUQUE  — Opening  available  for  qual- 
ified individual  to  join  incorporated  group  of  3 BE/BC  emergency  phy- 
sicians. Unique  and  enjoyable  practice,  excellent  compensation,  com- 
plete career  opportunities  and  highly  livable  community.  Write  NET, 
PC;  do  Mercy  Health  Center,  Emergency  Department,  Dubuque,  Iowa 
52001  or  call  Mark  Singsank,  M.D.  at  319/589-9666. 


FOR  SALE  — Major  surgical  set,  D and  C,  T and  A and  others.  515/ 
733-4522. 


PHYSICIANS  WANTED  — Expanding  multispecialfy  clinic  is  in  need 
of  the  following  specialties:  general  surgeon,  internal  medicine,  non- 
invasive  cardiology,  dermatology,  neurology  and  orthopedic  surgery. 
We  offer  first  year  salary  guarantee,  plus  incentive  and  a broad  range 
of  fringe  benefits.  For  additional  information  write  to  J.  N.  Grand- 
george,  300  South  Kenyon  Road,  Fort  Dodge,  Iowa  50501  or  phone  515/ 
573-4141. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — Group  of  3 Board  Cer- 
tified family  physicians  seeking  a 4th  family  practice  physician.  County 
seat  town,  rural  northwest  Iowa.  Adjacent,  fiscally-sound  hospital.  Ex- 
cellent compensation  package.  For  further  information,  contact  Scott  R. 
Helmers,  M.D.,  Family  Medicine  Clinic,  115  Cedar  Lane,  Sibley,  Iowa 
51249  or  call  712/754-3658. 


GENERAL  SURGEON,  PEDIATRICIAN,  OB/GYN,  PSYCHIATRIST, 
FAMILY  PRACrmONER  — Growing  16  physician,  multispecialty  clinic 
in  beautiful  northwestern  Wisconsin  seeking  BC/BE  specialists.  At- 
tractive partnership  opportunity  after  one  year.  Come  grow  with  us! 
Contact  John  T.  Henningsen,  M.D.,  Indianhead  Medical  Group,  Ltd., 
1020  Lakeshore  Drive,  Rice  Lake,  Wisconsin  54868  or  phone  715/234- 
9031. 


FAMILY  PRACTICE  — Join  established  busy  practice  in  modern  build- 
ing adjacent  to  61-bed  hospital.  Great  opportunity  in  scenic  community 
of  9,000  and  area  of  20,000.  Modem,  up-to-date  hospital  with  wide  range 
of  services  and  community  programs.  Write  or  call  David  Schweizer, 
M.D.,  13th  and  South  Main  Street,  Charles  City,  Iowa  50616.  515/228- 
5151. 


JOIN  THE  PEACE  CORPS,  BUT  STAY  IN  IOWA  — We  need  primary 
care  physicians  — FP,  IM,  Peds,  OB/GYN  — at  our  not-for-profit  clinic. 
Challenging,  rewarding  practice,  but  with  reasonable  lifestyle,  in  re- 
cently remodeled  facility.  Teaching  opportunities.  Competitive  salary, 
excellent  benefits  package.  Contact  Rebecca  Wiese,  M.D.,  428  Western 
Avenue,  Davenport,  Iowa  52806  or  call  319/322-7899. 


INTERNIST,  DAVENPORT  IOWA  — Seven  physician  multispecialty 
group  seeking  to  add  2nd  internist.  Compensation  package  negotiable. 
Contact  Administrator,  The  Davenport  Clinic,  1820  West  Third  Street, 
Davenport,  Iowa  52802  or  call  319/326-1661. 


UROLOGIST  — Join  the  nation's  largest  health  care  team.  VA  Medical 
Center,  Lincoln,  Nebraska,  seeking  BC/BE  urologist  for  progressive  180- 
bed  medical  center.  Licensure  any  state.  Must  meet  English  Proficiency 
Requirement.  Lincoln  is  a university  town  with  small  town  atmosphere 
and  metropolitan  advantages.  Lincoln  VA  Medical  Center  is  affiliated 
with  the  University  of  Nebraska  for  Urology  Resident  Program.  Com- 
prehensive benefit  package.  Allowable  moving  expenses  payable.  Con- 
tact Dr.  Hirai,  VA  Medical  Center,  600  South  70th  Street,  Lincoln,  Ne- 
braska 68510,  telephone  402/489-3802  Ext.  6750  or  Personnel  Service, 
402/486-7819.  EOE. 


IOWA  CITY  AND  CEDAR  RAPIDS  — Positions  are  available  for  full 
or  part-time  physicians  in  our  outpatient  family  practice  offices.  No 
weekends.  No  call.  Income  guaranteed.  Excellent  opportunities  avail- 
able in  these  ideal  locations!  Contact  Jill  Buschmann,  Medicenter  West, 
2215  Westdale  Drive,  SW,  Cedar  Rapids,  Iowa  52404.  Phone  319/396- 
2000. 


FAMILY  PRACTICE  — Lucrative  family  medicine  practice  available  in 
central  Michigan.  We  are  seeking  a family  practitioner  for  a well-es- 
tablished practice.  Coverage  with  6 other  Board  Certified  family  prac- 
titioners and  a competitive  income  guarantee  and  benefit  package  are 
offered.  Contact  Suzette  Rygiel,  M.D.,  MDResources,  7385  Galloway 
Road,  Suite  200,  Miami,  Florida  33173;  800/327-1585. 


FAMILY  PRACTICE  — Outstanding,  diversified  family  practice  op- 
portunities in  tri-state  region  of  Illinois,  Wisconsin  and  Iowa  available. 
Support  and  resources  of  a major  group  with  the  independence  of  a 
private  practice.  Competitive  salary  with  productivity  bonus  and  ex- 
tensive benefits  package  are  provided.  Contact  Suzette  Rygiel,  M.D., 
MDResources,  7385  Galloway  Road,  Suite  200,  Miami,  Florida  33173; 
800/327-1585. 


FAMILY  PHYSICIAN,  MAQUOKETA,  IOWA  — Position  for  BE/BC 
family  physician  with  a 2-person  group  in  town  of  6,000  (draw  of  30,(X)0), 
100  bed,  well-equipped  hospital.  Call  every  7th  night.  Surgeon  and 
internist  in  town.  Guarantee  and  liberal  benefits/bonus  plan.  Contact 
J.  W.  Bybee,  M.D.,  C.L.  Rask,  M.D.,  Maquoketa  Family  Clinic,  206 
North  Arcade,  Maquoketa,  Iowa  52060;  319/652-6711. 


WISCONSIN  — Opportunities  for  BC/BE  family  practice  physicians  in 
Plymouth,  a vibrant  community  50  miles  north  of  Milwaukee.  Consider 
existing  practices  of  1,  2 or  4 physicians  as  they  expand  to  meet  the 
needs  of  a growing  community.  Four  season  climate  in  an  area  featuring 
good  schools,  pleasant  people,  strong  economic  development,  low  un- 
employment and  a good  life-style.  Compensation  package  includes  sal- 
ary guarantee,  malpractice  insurance,  health  insurance,  relocation  ex- 
penses and  more.  Contact  Jim  Williams,  Vice  President,  Valley  View 
Medical  Center,  901  Reed  Street,  Plymouth,  Wisconsin  53073.  Call  col- 
lect 414/893-1771. 


WISCONSIN  — Opportunity  for  BC/BE  general  surgeon  to  associate 
with  busy  BC  surgeon  in  general,  vascular  and  endoscopic  practice 
serving  2 hospitals.  Practice  located  in  Plymouth,  a vibrant  community 
located  50  miles  north  of  Milwaukee.  Four  season  climate  in  an  area 
featuring  good  schools,  pleasant  people,  strong  economic  development, 
low  unemployment  and  a good  life-style.  Salary  guarantee  and  fringe 
benefits  with  early  partnership.  Contact  Jim  Williams,  Vice  President, 
Valley  View  Medical  Center,  901  Reed  Street,  Plymouth,  Wisconsin 
53073.  Call  collect  414/893-1771. 


PHYSICIANS  NEEDED  — Family  practice,  internal  medicine,  oncol- 
ogy, endocrinology,  neurosurgery,  neurology,  general  surgery  and  or- 
thopedic surgery.  Group  practice,  solo  or  urgent  care  settings  available 
through  our  hospital  network  located  in  Macon  and  serving  all  of  mid- 
dle Georgia.  Your  practice  will  be  located  80  miles  south  of  Atlanta,  in 
a growing  family-oriented  community,  where  you  can  avoid  traffic  and 
enjoy  a rewarding  professional  career.  Please  contact  Stephen  Wofford 
at  912/741-6283  for  a confidential  consultation  or  write:  P.O.  Box  4627, 
Macon,  Georgia  31208. 


ASPEN  MEDICAL  GROUP  — An  independent,  multispecialty  group 
with  8 clinics  in  the  Minneapolis/St.  Paul  metropolitan  area,  seeks  as- 
sociates in  family  practice,  pediatrics,  internal  medicine,  obstetrics/ 
gynecology,  orthopedic  surgery  and  urgent  care.  Comprehensive  ben- 
efits, reasonable  call  and  clinic  responsibilities.  Guaranteed  income 
first  2 years.  Contact  Maureen  Reed,  M.D.,  Chief  of  Staff,  Aspen  Med- 
ical Group,  1020  Bandana  Blvd.,  West,  Suite  100,  St.  Paul,  Minnesota 
55108  or  call  612/641-7178. 


WANTED  — MD  to  assume  busy  solo  family  practice  from  retiring 
physician  in  Kalona,  Iowa,  a thriving  rural  community  in  the  heart  of 
Amish  country,  only  20  miles  south  of  Iowa  City.  Contract  terms  pos- 
sible. Contact  D.  G.  Sattler,  M.D.,  423  B Avenue,  Kalona,  Iowa  52247; 
319/656-2225. 
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ALLERGY 


ELECTRODIAGNOSIS 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


lOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  |.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

|.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 
lEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/247-8600 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  |.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 
lOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

SCOTT  C.  ERWOOD,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  |R.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


JAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  |.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 

819  LINCOLNWAY 

AMES  50010 

515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INEANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

LANCE  F.  YEOMAN,  D.O. 

1301  PENNSYLVANIA,  SUITE  304 
DES  MOINES  50316 
515/265-7677  OR  800/343-0390 
GENERAL  SURGERY  AND 
ENDOSCOPY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

TelepJione  answered  day  or  niglit 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OE  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OE 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Keeping  Hearts  Healthy 


As  a physician,  you  are  respected.  Patients  take 
your  advice  seriously.  Studies  consistently  show  that 
patients  are  most  likely  to  make  positive  lifestyle 
changes  when  their  personal  physician  recommends 
them. 

So  READS  THE  OPENING  STATEMENT  in  a bro- 
chure distributed  by  the  American  Heart 
Association,  Iowa  Affiliate  regarding  a pro- 
gram designed  to  educate  physicians  and  pa- 
tients on  the  dangers  of  high  cholesterol. 

“The  Heart  Association  is  not  just  in  busi- 
ness to  reach  the  lay  public,"  explains  Bob 
Schultz,  program  director  at  the  AHA  Iowa 
Affiliate.  “Because  we  don't  have  one-on-one 
capabilities,  we  have  to  enlist  the  help  of  phy- 
sicians. They  are  our  spokespersons." 

Schultz  says  there  has  been  an  increased 
interest  in  cholesterol  as  “a  new  science"  which 
has  emerged  during  the  past  few  years.  The 
role  of  cholesterol  in  coronary  disease  has  re- 
cently caught  the  attention  of  the  media,  cre- 
ating an  unprecedented  public  demand  for  in- 
formation on  the  subject. 

The  Heart  Association's  Iowa  Affiliate  has 
an  extensive  library  of  materials  on  healthy 
heart  maintenance,  materials  geared  both  to- 
ward physicians  and  patients.  The  office  is  or- 
ganizing a speakers'  bureau  to  make  presen- 
tations on  cholesterol  to  service  organizations 
and  civic  groups.  Physicians  will  be  numbered 
among  these  speakers. 

Through  the  Heart  Association,  physi- 
cians are  also  involved  in  cholesterol  screen- 
ings which  take  place  in  hospitals  across  Iowa. 
Patients  with  unacceptable  cholesterol  levels 
who  are  identified  in  the  screenings  are  re- 
ferred to  their  family  physicians  for  further 
testing  and  possible  treatment. 

Currently,  the  AHA's  Iowa  Affiliate  is 
promoting  several  programs  of  value  to  phy- 


sicians. One,  called  "Physicians'  Cholesterol 
Education  Program,"  is  a packet  of  informa- 
tion designed  to  assist  physicians  in  lowering 
their  patients'  serum  cholesterol  levels.  The 
packet  contains  a cholesterol  tracking  chart,  a 
pamphlet  outlining  the  AHA  diet,  a physi- 
cian's cholesterol  education  handbook,  a pam- 
phlet on  dietary  treatment  of  hypercholester- 
olemia and  a list  of  supplemental  patient 
education  materials. 

The  AHA  will  provide  speakers  to  present 
one  hour  Physician's  Cholesterol  Education 
programs  to  hospitals  interested  in  providing 
continuing  education  in  the  diagnosis  and 
treatment  of  hypercholesterolemia. 

A new  AHA  patient  education  program 
is  "Heart  Rx."  This  self-contained  packet, 
which  has  4 modules  with  3 implementation 
levels,  contains  all  materials  needed  to  educate 
patients  on  lifestyle-related  cardiac  risk  fac- 
tors, says  the  AHA.  The  program  covers  nu- 
trition and  diet  modification,  high  blood  pres- 
sure control,  smoking  cessation  and  early 
warning  signs  of  heart  attack  and  stroke. 

And,  in  addition  to  its  other  activities,  the 
AHA  Iowa  Affiliate  has  funded  $1.3  million  of 
research  at  the  University  of  Iowa  and  Iowa 
State  University. 

It's  obvious  the  AHA  is  committed  to 
working  with  physicians  toward  a common 
goal,  a fact  which  is  stated  well  in  a recent 
AHA  brochure  for  physicians:  "At  the  Amer- 
ican Heart  Association  we  want  the  same 
things  you  do  — to  save  lives  and  prevent  the 
onset  of  cardiovascular  disease." 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As'.dose^ 

^ First-week  improvement  in  somatic  symptoms  ‘ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


limbitror  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /O 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


References:  1.  Data  on  file,  HofFmann-La  Roche  Inc.,  Nutley,  N|.  2.  Feighner  |P. 
ec al: Psychopharmacology  61 :2\7 -225.  Mar 22,  1979. 


Limbitrol*® 

Ifanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma, Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Dmg  Abuse  and  Dependence). 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  dmg.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) . clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  dmgs. 
Use  of  Limbitrol  with  other  psychotropic  dmgs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abmptly  discontinuing  this  dmg. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hj^tertension,  tachycardia,  palpitations, 
myocardial  infarction,  anhythmias,  heart  block,  stroke.  Psychiatric.  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pytamidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Dismrbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pmritus.  Hematologic  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  Scohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  di^on- 
tinuation.  Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Ibblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50, 

Roche  Products  Roche  Products  Inc 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week 
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And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose' 
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^First-week  reduction  in  somatic  symptoms 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effeaive  amount  in  elderly  patients. 


Percentage  of  Redurtion  in  Individual  Somatic  Sy_ 
During  First  Week  of  Limbitrol  Therapy* 
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Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 


12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitrolDS* 


Roche  Products 


^ch  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary'  of  product  information  inside  back  cover. 
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IMMUNIZATIONS 


Thinking 

COMPUTER? 


For  the  first  time?  To  upgrade  an  older 
system?  Most  Iowa  physicians  know  the 
computerized  office  has  an  edge.  In 
helping  deliver  quality  care.  In 


optimizing  the  revenue  stream.  In 
maintaining  regulatory  compliance.  As 
you  contemplate  your  particular 
computer  needs,  we  invite  you  to  . . . 


Think 

IMS/CAP! 


As  a benefit  to  members  of  the 
Iowa  Medical  Society,  we’ve  offered 
the  IMS/CAP  since  1986.  It  stands  for 
Iowa  Medical  Society  Computer 
Assistance  Program.  You’re  invited  to 
use  any  of  its  three  components: 


(1)  attend  a periodic  educational  seminar; 

(2)  ask  for  a feasibility  study  to  help  you 
assess  the  need,  justify  the  cost  and 
develop  a plan,  and  (3)  review  the  IMS- 
endorsed  AMOS  system.  So  we  invite  you 
to  . . . 


Think 

AMOS! 


AMOS  stands  for  Automated  Medical 
Office  System.  It  was  endorsed  by  the 
IMS  when  the  CAP  first  began.  AMOS  is 
used  in  over  30  Iowa  medical  offices/ 
clinics.  The  system  is  produced  and 


supported  by  Medical  Computer 
Management,  Inc.  (MCMI).  AMOS  can  be 
configured  for  large  and  small  medical 
practices.  It  merits  a look.  Call  IMS 
SERVICES  for  information. 


IMS  SERVICES  — A subsidiary  of  the  Iowa  Medical  Society 

Suite  232  - 1231  Eighth  Street,  West  Des  Moines,  Iowa  50265 
Telephone  — 515/223-2816  or  800/642-6054 
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Poor  MARKEnnNG 

DROVE  SeMMELWEIS 

INSANE. 


oor  marketing  commu- 
nications skills  ha\’c  alw'avs 
been  detrimental  ter  physicians. 
Take  the  case  of  the  great  Hun- 
garian phv’sician  Ignaz  Phillip 
Semmelweis  (1818  to  1865). 

He  suffered  more  than  most. 

Ironically,  the  medical 
comnuinirv'  washed  its  hands 
of  Semmelweis,  the  physician 


fenaz  Phillil)  Semmelweis 
(I8I8-I865)  discovered  that  puerperal 
infection  mis  reduced  wheit  sur^eotis 
disinfected  their  hands. 


His  findings,  which  he 
presented  in  an  unacceptable 
fashion,  were  met  with  skepti- 
cism and  rejection  by  the  medi- 
cal communip:  Semmelweis’s 
sensitive  nature  crumbled 
under  the  ridicule  and  he 
e\'entuall\’  lost  his  mind. 

Today,  SnufcgiCurc  helps 
physicians  to  achie\’e  success 


w'ho  instructed  his  colleagues  that  disinfecting  in  both  health  care  and  in  business.  StmtegiCare 
their  hands  with  calcium  chloride  solution  betbre  integrates  the  essential  aspects  of  business  to  help 
surgery  saved  IK'es.  physicians  succeed. 
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IPMIT 
Delivering 
the  Goods! 


YES,  the  Iowa  Medical  Society-sponsored  IPMIT  Professional  Liability  Insurance  Program  is  delivering  the 
goods,  To  Iowa  physicians,  exclusively. 

What  goods? 

• Good  growth  in  financial  capacity  and  number  of  insured  physicians! 

• Good  progression  toward  maturity  - having  reached  and  passed  the  five-year  milestone! 

• Good  developments  on  premiums  and  other  coverage  provisions! 

• Good  fulfillment  on  the  basic  goal  - that  of  a commitment  to  unequalled  service  - both  to  IPMIT 
policyholders  and  prospective  policyholders. 

We  are  here  to  answer  coverage  questions.  We  are  here  to  provide  personalized  claims  services.  We  are 
here  to  help  you  assure  the  presence  of  good  patient  care.  Please  call  us  on  the  IPMIT  HOTLINE 
1-800/642-6054  - to  request  information. 
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Your  IPMIT  Program  Is  Supported  By  IMS  SERVICES 
1239  Eighth  Street,  West  Des  Moines,  Iowa  50265 
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President's  Privilege 


It's  Here  to  Stay 


Long  ago  and  far  away,  there  was  a 
small  country  where  everyone  lived 
happily  until  one  day  when  it  began  raining. 
Day  after  day,  the  rains  came  and  the  sun 
rarely  appeared.  Frightened,  the  people 
sought  the  advice  of  a very  old,  very  wise 
man.  "The  rains  will  not  stop  and  our 
homes  and  crops  are  flooding!"  they  cried. 
"What  shall  we  do?"  The  old  man  thought 
for  a long  time,  stroking  his  long  grey  beard. 
Finally,  he  looked  at  them  and  said,  "Learn 
to  live  under  water." 

Just  like  the  relentless  rains  in  this  para- 
ble, peer  review  is  here  to  stay.  Though 
many  physicians  resent  it  as  an  arbitrary  in- 
trusion into  the  doctor-patient  relationship, 
the  federal  government  is  committed  to  peer 
review  as  a way  of  ensuring  cost-effective 
health  care  delivery. 

I doubt  there  are  many  practicing  Iowa 
physicians  who  haven't  had  some  sort  of 
confrontation  with  the  Iowa  Foundation  for 
Medical  Care,  Iowa's  peer  review  organiza- 
tion. During  the  course  of  my  IMS  presi- 
dency, I have  heard  a number  of  complaints 
about  peer  review  and  the  IFMC. 

I empathize  with  physicians  who  feel 
they  can  deliver  quality,  cost-efficient  health 
care  without  a PRO  reviewing  their  treat- 
ment decisions.  I empathize  with  physicians 
who  feel  the  reviewers  are  sometimes  insen- 
sitive in  making  decisions  without  benefit  of 
seeing  the  patient.  However,  I also  suspect  I 
am  practicing  better  because  my  documenta- 
tion and  reasoning  could  be  scrutinized  at 
any  moment. 


Much  as  I empathize,  I feel  strongly  that 
lamenting  about  peer  review  and  our  PRO  is 
only  wheel-spinning.  We  could  better  direct 
our  efforts  toward  working  with  the  IFMC  to 
make  sure  the  peer  review  process  is  as  fair 
as  possible  to  patients  and  physicians. 

I urge  you  to  take  advantage  of  every 
opportunity  for  input  into  the  peer  review 
process.  The  IFMC  has  a Provider  Advisory 
Committee  and  the  IMS  is  represented  on 
the  committee.  If  you  have  concerns  or 
problems  with  the  IFMC,  don't  complain  in 
private.  Convey  your  concerns  to  Dr.  Dennis 
Walter,  Dr.  Donald  Soil  or  Dr.  William  Fra- 
ney.  They  will  make  sure  the  committee 
hears  about  them. 

Recently,  the  IFMC  established  educa- 
tion programs  to  be  conducted  quarterly  at 
sites  across  Iowa.  Notice  of  these  meetings 
will  appear  in  the  IMS  UPDATE.  If  there  is  a 
Medicare  topic  you  wish  to  discuss,  you 
may  submit  it  to  the  IFMC  2 weeks  in  ad- 
vance of  the  meeting  in  your  area. 

I believe  we  owe  our  patients  and  col- 
leagues a responsibility  to  shape  the  future 
of  peer  review  in  Iowa.  We  have  no  choice 
but  to  fulfill  this  responsibility.  We  may  not 
prefer  living  under  water,  but  I believe  we 
can  do  it. 

Donald  F.  Rodawig,  M.D. 

President 
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Immunization  Needs 
Of  Adults 


JOHN  OLDS,  M.D. 
Des  Moines,  Iowa 


People  at  risk  for  vaccine  preventable 
diseases  are  generally  under-immu- 
nized. Primary  care  physicians  too 
often  miss  opportunities  to  provide 
indicated  immunizations  to  their  pa- 
tients. This  paper  reviews  the  indica- 
tions and  certain  aspects  of  adult  im- 
munizations for  influenza^  pneumo- 
coccus^ hepatitis  B,  tetanus/diph- 
theria,  measles  and  rubella. 


An  ounce  of  prevention  is  worth  a pound  of  cure. 

— Benjamin  Franklin 

IN  THE  FALL,  DEFENSE-MINDED  football 

coaches  think  of  safety  blitzes,  while  de- 
fense minded  basketball  coaches  think  of  fore- 
court traps.  Fall  is  also  the  time  defense- 
minded  physicians  should  be  thinking  of  im- 
munizations. We  should,  of  course,  try  to 
prevent  disease  year  round,  but  with  flu  sea- 
son around  the  corner,  this  is  an  opportune 
time  for  a full  court  press  to  immunize  those 
at  risk.  As  Louis  Pasteur  said,  not  quite  as 
succinctly  as  Franklin,  "When  meditating 
over  a disease,  I never  think  of  finding  a 


Dr.  Olds  in  an  internist  specializing  in  infectious  diseases.  He  is 
clinical  assistant  professor.  Department  of  Internal  Medicine,  Univer- 
sity of  Iowa  College  of  Medicine. 


remedy  for  it,  but,  instead,  a means  of  pre- 
venting it." 

A comiprehensive  review  of  adult  immu- 
nizations is  beyond  the  scope  of  this  paper. 
Those  interested  in  further  detail  are  re- 
ferred to  Guide  for  Adult  Immunization,  Adult 
Immunization  and  General  Recommendations  on 
Immunization.^'^  This  paper  focuses  on  more 
commonly  needed  immunizations  such  as 
influenza,  pneumococcus  and  tetanus/ 
diphtheria. 

Citing  data  from  a 1988  CDC  study, 
David  S.  Fedsen,  M.D.  of  the  University  of 
Virginia  School  of  Medicine  points  an  accus- 
ing finger  at  the  primary  care  physician.  The 
study  revealed  that  87%  of  elderly  patients 
with  a positive  attitude  about  vaccination 
were  immunized  for  influenza  if  their  physi- 
cian so  recommended;  only  8%  were  immu- 
nized if  their  physician  failed  to  recommend 
immunization.  Pneumococcal  vaccination 
rates  were  similar.  Dr.  Fedsen  placed  much 
of  the  blame  for  low  immunization  rates  on 
physicians  for  failure  to  advise  their  patients 
of  the  need.^ 

Missed  Opportunities 

Williams  et  al  in  a 1988  report  reviewed 
the  efficacy,  recommended  utilization, 
missed  opportunities  for  vaccination  and  rec- 
ommendations for  improving  vaccine  utiliza- 
tion for  influenza,  pneumococcus,  hepatitis 
B,  tetanus/diphtheria,  measles  and  rubella.^ 
They  observed  that  numerous  opportunities 
are  missed  to  immunize  adults.  For  example, 
only  15-30%  of  high  risk  persons  belonging 
to  one  health  maintenance  organization  re- 
ceived influenza  vaccine  even  though  immu- 
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TABLE  1 

IMMUNIZATIONS  RECOMMENDED  FOR  ADULTS  18  YEARS  OF  AGE  AND  OLDER 


Immunobiologic 

Major  Indications 

Major  Precautions 

Influenza  vaccine 

Adults  with  high-risk  conditions, 

residents  of  nursing  homes  or  other 
chronic  care  facilities,  medical  care 
personnel,  healthy  persons  age  65 
years  or  older 

History  of  anaphylactic  hypersensitivity 
to  egg  ingestion 

Pneumococcal  polysaccharride  vaccine 

Adults  who  are  at  increased  risk  of 

Vaccine  safety  in  pregnant  women  has 

(23-valent) 

pneumococcal  disease  and  its 
complications  because  of  underlying 
health  conditions;  healthy  older 
adults,  especially  those  age  65  years 
or  older 

not  been  evaluated;  revaccination  is 
not  recommended 

Hepatitis  B vaccine 

Adults  at  increased  risk  of  occupational, 
environmental,  social,  or  family 
exposure  to  hepatitis  B 

Pregnancy  should  not  be  considered  a 
contraindication  if  the  woman  is 
otherwise  eligible 

Tetanus/diphtheria  toxoid 

All  adults  at  mid-decade  ages 

History  of  a neurologic  or 

hypersensitivity  reaction  after  a 
previous  dose 

Measles  vaccine 

Adults  born  after  1956  without 

verification  of  live  measles  vaccine 
on  or  after  first  birthday,  physician- 
diagnosed  measles  or  laboratory 
evidence  of  immunity;  susceptible 
travelers  to  foreign  countries 

Pregnancy;  history  of  anaphylactic 
reaction  following  egg  ingestion  or 
receipt  of  neomycin; 
immunosuppression 

Rubella  vaccine 

Adults  without  verification  of  live 
vaccine  on  or  after  first  birthday  or 
laboratory  evidence  of  immunity; 
susceptible  travelers  to  foreign 
countries 

Pregnancy;  history  of  anaphylactic 
reaction  following  receipt  of 
neomycin;  immunosuppression 

"Reproduced  with  permission  from  Annals  of  Internal  Medicine  and  WW  Williams  et  al. 


nizations  were  given  at  no  cost  to  the  pa- 
tient. 

Missed  opportunities  for  vaccination  in- 
clude routine  office  visits  for  physical  exams 
or  specific  problems,  patients  in  hospitals  or 
nursing  homes  and  even  patients  presenting 
to  emergency  rooms  for  trauma.  They  con- 
clude that  adult  immunization  can  reduce 
the  “incidence,  morbidity  and  mortality  of 
vaccine-preventable  disease"  and  recom- 
mend programs  be  established  in  hospitals, 
clinics,  HMOs  and  office  practices  that  "sys- 
tematically offer  recommended  vaccines  to 
adults." 

Specific  Recommendations 

Table  1 from  Williams  et  al  lists  indica- 
tions and  major  contraindications  for  com- 
mon vaccines  for  adults  18  years  or  older. ^ 
The  following  comments  regarding  the  indi- 
cations for  each  of  the  vaccines  are  based  on 
official  recommendations,  unless  otherwise 
noted. 


Influenza  — High  risk  conditions  as  indi- 
cations for  influenza  vaccine  include  chronic 
disorders  of  the  cardiovascular  or  pulmonary 
systems  severe  enough  to  require  regular 
medical  follow-up  or  to  have  caused  hospi- 
talization during  the  preceding  year,  diabe- 
tes mellitus,  renal  dysfunction,  anemia  or 
immunosuppression.  Medical  care  personnel 
include  physicians,  nurses  and  other  person- 
nel in  both  hospital  and  outpatient  care  set- 
tings who  have  extensive  contact  with  high 
risk  patients.  Influenza  vaccine  is  adminis- 
tered yearly  in  the  late  fall  or  early  winter. 

Pneumococcus  — High  risk  conditions  in- 
dicating a need  for  pneumococcal  vaccine  in- 
clude chronic  illnesses  such  as  cardiovascu- 
lar disease  and  chronic  pulmonary  disease, 
splenic  dysfunction  or  anatomic  asplenia, 
Hodgkin's  disease,  multiple  myeloma,  cir- 
rhosis, alcoholism,  renal  failure,  CSF  leaks 
and  conditions  associated  with  immuno- 
suppression. Since  immunocompetence  may 
(Continued  next  page) 
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begin  to  wane  in  the  6th  decade,  some  au- 
thorities recommend  pneumococcal  vaccina- 
tion be  given  to  adults  55  years  and  older. 

Pneumococcal  vaccine  is  given  once  and 
need  not  be  repeated  except  in  unusual  cir- 
cumstances. Persons  previously  immunized 
with  the  14  valent  vaccine  should  not  gener- 


' Missed  opportunities  for  vacci- 
nation include  routine  office  vis- 
its . . 


ally  be  reimmunized  with  the  23  valent  vac- 
cine. Pneumococcal  vaccine  may  be  given  si- 
multaneously with  influenza  vaccine,  but  at 
a separate  injection  site. 

Hepatitis  B — Persons  at  high  risk  for  ac- 
quiring hepatitis  B include  homosexual 
males,  users  of  illicit  injectable  drugs,  house- 
hold and  sexual  contacts  of  HBV  carriers, 
workers  in  health-related  occupations  requir- 
ing frequent  exposure  to  blood,  residents 
and  staff  of  institutions  for  the  mentally  re- 
tarded, hemodialysis  patients,  recipients  of 
factor  VIII  or  IX  concentrates  and  morticians 
and  their  assistants.  There  is  no  risk  of 
transmitting  HIV  with  hepatitis  B vaccine. 

Tetanus/ diphtheria  — Tetanus/diptheria  is 
given  every  10  years  to  maintain  immunity. 
However,  if  a person  sustains  a high  risk  in- 
jury (such  as  a puncture  wound  from  a nail 
in  a barnyard  or  an  animal  bite)  and  was  im- 
munized over  5 years  previously,  reimmuni- 
zation is  indicated  at  the  time  of  injury. 

Measles  — Measles  vaccine  heretofore 
was  recommended  once  at  15  months  of 
age.  Due  to  recent  evidence  for  vaccine  fail- 
ures resulting  in  an  increasing  incidence  of 
clinical  measles  in  young  adults,  the  Ameri- 
can Academy  of  Pediatrics  now  officially  rec- 
ommends revaccination  (with  measles/ 
mumps/rubella  vaccine)  when  a child  enters 
middle  school.  For  those  beyond  middle 
school,  measles  vaccine  (as  MMR)  should  be 
given  when  the  opportunity  is  at  hand,  up 
through  and  including  entry  into  college. 
Health  care  workers  born  after  1956  who  re- 
ceived only  one  MMR  should  be  reimmun- 
ized against  measles. 

Rubella  — A patient's  or  physician's  his- 
tory of  clinical  rubella  is  not  considered  ade- 


quate documentation  of  rubella  immunity. 
Adults  who  work  in  hospital  settings, 
whether  volunteers,  paid  staff  or  medical 
staff,  should  document  rubella  immunity  to 
avoid  the  risk  of  acquiring  and  transmitting 
rubella  to  immunosuppressed  patients  or  to 
patients  with  no  prior  exposure. 

Conclusion 

William  J.  Mayo  observed  in  1928,  "The 
aim  of  medicine  is  to  prevent  disease  and 
prolong  life,  the  ideal  of  medicine  is  to  elimi- 
nate the  need  of  a physician."  Through  im- 
munization programs  such  as  recommended 
by  Williams  et  al  we  can,  and  should  try,  to 
prevent  disease  and  prolong  life.® 
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$30,000  Bonus  Offered  to 
Health  Care  Professionals 

If  you  are  a board-certified  physician  or  a candidate  for 
board  certification  in  one  of  the  following  specialties, 
you  may  qualify  for  a bonus  of  up  to  $30,000  in  the 
Army  Reserve; 

Anesthesiology  Orthopaedic  Surgery 

General  Surgery  Colon-Rectal  Surgery 

Thoracic  Surgery  Vascular  Surgery 

Pediatric  Surgery  Neurosurgery 

A test  program  is  being  conducted  from  August  1, 
1989 — September  30,  1990,  which  offers  a bonus  to 
eligible  physicians  who  reside  in  certain  geographic 
areas  (including  Minnesota  and  Iowa).  You  would  re- 
ceive a $10,000  bonus  for  each  year  you  serve  as  an 
Army  Reserve  physician  — for  a maximum  of  3 years. 

You  may  serve  near  your  home,  at  times  convenient 
for  you  or  at  Army  medical  facilities  in  the  U.S.  and 
abroad.  There  are  opportunities  to  attend  conferences 
and  participate  in  special  training  programs,  such  as 
the  Advanced  Trauma  Life  Support  Course. 

To  learn  more  about  the  Army  Reserve  and  the  Bonus 
Test  Program,  call  one  of  our  experienced  Medical  Per- 
sonnel Counselors  (COLLECT): 

Major  Larry  Matthews 
612/854-7702 

ARMY  RESERVE 
Be  All  You  Can  Be 
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We’ve  changed  our  name  to  the 


IOWA  • HEART  • CENTER 


For  many  years  our  practice  was  known  as  Cardiology  Associates,  P.C.,  but  we  now 
have  selected  a name  that  we  feel  more  clearly  represents  to  our  patients  and  referring 
physicians  our  position  in  cardiac  care  in  the  state.  We  hope  you  agree. 

The  cardiologists  of  the  Iowa  Heart  Center  are  dedicated  to  providing  you  with  the 
finest  cardiac  care  possible.  It  has  been  our  goal  for  nearly  20  years.  It  will  continue 
to  be  so. 


If  we  can  be  of  assistance  to  you  and  your  patients,  please  call  us  at: 


515-288-8573 


800-532-1844 


David  F.  Gordon,  M.D. 


L.  A.  lannone,  M.D. 

William  J.  Wickemeyer,  M.D. 
Mark  D.  McGaughey,  M.D. 
Magdi  G.H.  Ghali,  M.D. 

W.  Ben  Johnson,  M.D. 
Margaret  H.  Verhey,  M.D. 


Thomas  M.  Brown,  Jr.,  M.D. 
R.R.  Rough,  M.D. 


Timothy  T.  Hart,  M.D. 
Craig  A.  Stevens,  M.D. 
Joel  A.  From,  M.D. 


Mark  A.  Tannenbaum,  M.D. 


411  Laurel  St.,  Suite  1250  Des  Moines,  Iowa  50314 


Dennis  Walter,  M.D. 

Questions  and  Answers 


A Message  For  Iowa's  Elderly 


The  author,  chairman  of  the  Medicare 
Partners  Review  Committee,  discusses 
this  important  IMS  program  on  the  oc- 
casion of  its  first  anniversary.  In  a side- 
bar  feature,  Greg  Aniiker,  vice-chair- 
man of  the  committee  and  executive 
director  of  the  Northwest  Aging  Asso- 
ciation, comments  on  the  program  from 
the  perspective  of  the  Iowa  Association 
of  Area  Agencies  on  Aging. 


How  was  the  Medicare  Partners  program 
started? 

Kathryn  Opheim,  M.D.  of  Sioux  City  was 
the  first  physician  to  show  a real  interest  in 
the  program.  She  realized  it  is  important  for 
Iowa's  elderly  patients  to  know  medical  care 
is  available  to  them.  Dr.  Opheim  presented  a 
plan  to  the  IMS  Board  of  Trustees,  who  gave 
her  the  go  ahead  because  they  believed  the 
program  was  vital  to  making  medical  care  more 
accessible  to  the  elderly. 

Dr.  Youngblade  and  Dr.  Boldus  sup- 
ported Dr.  Opheim  and  they  all  received  ex- 
cellent assistance  from  Rick  Motz,  director  of 
the  Area  Agency  on  Aging  in  Sioux  City.  Pilot 
projects  were  started  in  Sioux  City  and  later 
in  Polk  County. 


How  important  was  and  is  the  cooperation  of 
the  Iowa  Association  of  Area  Agencies  on  Ag- 
ing? 

The  help  and  cooperation  of  the  lAAAA 
has  been  vital  to  the  program's  success.  The 
relationship  between  the  IMS  and  the  lAAAA 
is  mutually  supportive  and  progressive.  The 
Medicare  Partners  Review  Committee  is  one 
of  the  most  unified  committees  I have  worked 
with.  This  committee  will  be  essential  in  main- 
taining the  program. 

What  are  the  positives  and  negatives  of  the  pro- 
gram so  far?  How  has  it  helped  physicians  and 
patients? 

Good  will  and  trust  have  been  established 
between  elderly  patients  and  Iowa  physicians, 
and  a cooperative  spirit  has  developed  be- 
tween the  IMS  and  the  lAAAA.  Medical  care 
has  been  made  more  accessible  for  lower  in- 
come elderly  lowans.  Another  positive  is  the 
fact  that  a program  such  as  this  one  can  be 
successful  on  a voluntary  basis  and  doesn't 
have  to  be  legislated. 

The  only  negatives  I am  aware  of  have 
been  problems  associated  with  misunder- 
standings regarding  the  purpose  and  mechan- 
ics of  the  program.  These  problems  have  been 
handled  by  the  IMS  and  the  lAAAA  working 
together. 
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Why  is  it  important  to  maintain  Medicare  Part- 
ners as  a vital  component  of  the  IMS  agenda? 

Medicare  Partners  must  be  maintained  be- 
cause of  the  faith  and  trust  which  is  devel- 
oping between  Iowa  physicians  and  their  el- 
derly patients.  Through  this  program,  Iowa 
physicians  are  telling  the  elderly,  'We  will  not 
forsake  you.'  The  program  has  demonstrated 
that  a voluntary  effort  can  work. 


the  20%  copayment  and  deductibles.  Several 
area  agency  offices  have  received  bills  from 
hospitals  and  physician  offices  whose  staff 
thought  Medicare  Partners  was  an  insurance 
program. 

Just  as  the  IMS  has  received  some  criti- 
cism internally  and  externally  for  its  involve- 
ment in  Medicare  Partners,  so  has  the  I4A. 


Open  Doors  Solve  Problems 


GREG  ANLIKER 
Spencer,  Iowa 

Affordable  and  accessible  health  care 
for  the  elderly,  increasing  health  care 
costs,  mandatory  Medicare  assignment,  bal- 
ance billing,  burdensome  paperwork  and  un- 
reasonable Medicare  reimbursements.  Any  one 
of  these  issues  provides  ample  opportunity  for 
debate  and  divisiveness  between  physicians 
and  advocates  for  the  elderly. 

However,  the  Iowa  Association  of  Area 
Agencies  on  Aging  (I4A)  and  the  Iowa  Medical 
Society  decided  to  concentrate  on  mutual  con- 
cerns and  goals  on  behalf  of  elderly  patients. 
The  result  is  Medicare  Partners. 

While  Medicare  Partners  has  not  com- 
pletely eliminated  the  major  issues,  it  has  eased 
affordability  and  accessibility  problems  for 
large  numbers  of  elderly  lowans.  The  program 
has  offered  Iowa's  medical  community  an  op- 
portunity to  easily  identify  those  in  need  of 
special  consideration  and  has  dramatically  re- 
duced pressure  for  mandatory  Medicare  as- 
signment. 

As  a partner  in  Medicare  Partners,  the  I4A 
has  issued  over  11,000  patient  cards  to  eligible 
lowans.  Considering  Medicare's  complexities, 
we've  had  relatively  few  problems.  There  have 
been  the  inevitable  misunderstandings  by  pa- 
tients who  thought  the  program  would  waive 


'While  Medicare  Partners  has  not 
completely  eliminated  the  major 
issues,  it  has  eased  affordability 
and  accessibility  problems  for 
large  numbers  of  elderly  lowans.' 


There  are  many  advocates  for  the  elderly  who 
insist  upon  nothing  less  than  assignment  for 
all  Medicare  beneficiaries.  Wisely,  rather  than 
waste  time  debating  this  issue,  the  IMS  and 
I4A,  as  well  as  all  of  the  physicians  who  par- 
ticipate in  the  program,  have  put  their  ener- 
gies into  reducing  some  of  the  negative  side 
effects  for  over  11,000  elderly  patients  needing 
financial  help  with  health  care  costs. 

Medicare  Partners  has  offered  peace  of 
mind  to  many  people.  In  the  words  of  an  en- 
rollee  who  recently  lost  her  husband  to  cancer, 
"Medicare  Partners  really  helped  us  a lot.  If 
we  hadn't  had  Medicare  Partners,  it  would 
have  taken  every  cent  we  had.  But,  the  most 
important  thing  was  that  my  husband  was 
cared  for  and  really  had  good  care." 

Despite  minor  problems  and  frustrations, 
when  we  focus  on  the  purposes  of  the  pro- 
gram and  listen  to  the  thousands  of  people 
who  benefit,  there  is  no  question  the  program 
is  a major  success.  The  I4A  would  like  to  see 
many  more  elders  utilizing  the  program  and 
we  will  continue  to  promote  it  vigorously.  I4A 
expects  slow  but  continuous  growth  in  the 
number  of  people  who  are  issued  cards. 

Also  important  is  the  fact  we  have  opened 
the  doors  of  communication.  This  may  allow 
us  to  work  together  to  resolve  other  problems 
such  as  low  Medicare  and  Medicaid  reim- 
bursement in  rural  states  and  overwhelming 
paperwork  burdens.  These  types  of  problems 
directly  effect  cost  and  accessibility  of  health 
services  and,  in  general,  quality  of  life  in  Iowa. 
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Build 

Ybur 

Benellls 


IMS  PRIME  UPDATE 


Several  recent  events  make  the  Iowa  Medical  Society's  Prime 
Financial  Benefit  Trust  an  even  better  tax-deductible 
savings  program: 

1 . HIGHER  CASH  ACCUMULATION 

The  ratio  of  death  benefit  to  cash  in  the  Trust  has  been 
reduced.  Under  the  new  guidelines,  a doctor  45  to  50  years 
old  would  have  a benefit  31  to  45%  higher  at  a normal 
retirement  date. 

2.  MINIMUM  DEATH  BENEFIT  LOWERED 

From  $50,000  to  $25,000  resulting  in  LOWER  costs  to  ancillary 
employees  and  HIGHER  allocations  for  physicians. 

3.  TAX  COURT  OPINION 

On  March  30,  1989,  a Federal  Tax  Court  concluded  that  a 
similar  Trust  was  allowed  a full  deduction  under  code  section 
162.  Copies  are  available  for  review  by  personal  tax  advisors. 


ADVANTAGES  OF  THE  TRUST 


1.  The  Trust  allows  highly  compensated  individuals  to  be 
allocated  a high  proportion  (up  to98%)  of  the  contribution. 

2.  The  contribution  is  fully  deductible  in  the  year  it's  made  and 
grows  tax-deferred  until  used. 

3.  The  contribution  is  not  subject  to  qualified  plan  limits  - you 
can  fund  the  trust  with  up  to  two  times  compensation. 
Contributions  can  be  made  one  time,  annually,  or  sporadically. 

4.  If  a participant  becomes  deceased,  their  survivors  could  get  a 
tax-fi*ee  death  benefit  and  their  severance  benefit  is  divided 
among  other  participants  in  the  employer  group. 

5.  Lump  sum  withdrawals  can  be  made  anytime  before  age 
59  1/2  without  IRS  penalty. 

The  trust  is  used  for  funding  "early  retirement"  and  "malpractice  tail 
premiums",  as  well  as,  for  facilitating  tax  and  estate  planning. 


YOUR  INTEREST  IS  INVITED!! 

FOR  MORE  INFORMATION  CALL: 

DON  NEUMANN,  IMS  SERVICES  (800)  642-6054  or  (515)  223-2816 
DAVID  E.  BLACK  CFS  (800)  798-1012  or  (515)226-9000 


Historical  Vignette 

No  Time  for  Complacency 

Vivid  memories  of  past  experiences  with 
infectious  diseases  were  stirred  by  the  plan- 
ning and  preparation  of  this  issue  of  iowa 
MEDICINE.  The  continuing  battle  against  the  re- 
emergence  of  epidemics  of  contagious  dis- 
eases is  a mainstay  in  preventive  medicine. 
Before  the  development  of  immunization 
agents  the  epidemics  flourished  with  high 
morbidity  and  mortality  tolls. 

My  first  contact  with  the  devastating  po- 
liomyelitis epidemics  was  as  a medical  stu- 
dent in  1946.  Several  of  us  were  employed 
by  the  county  hospital  in  Omaha  to  apply 
the  hot,  wet  woolen  packs  to  the  painful, 
spastic  and  sometimes  paralyzed  extremities. 
The  odor  of  hot  wet  wool  permeated  the 
hospital.  In  1948  I began  my  internship  and 
pediatrics  residency  in  Des  Moines,  entering 
again  into  an  epidemic  of  poliomyelitis. 

In  1952  we  admitted  609  patients  to  Ray- 
mond Blank  Hospital  for  Children.  The  peak 
months  were  August  (208  cases)  and  Sep- 
tember (213  cases).  Most  patients  (513)  were 
between  the  ages  of  1 and  11.  The  hot  (no 
air  conditioning  then)  wards  resounded  with 
the  monotonous  “whoosh-push"  of  the 
giant  bellows  of  the  mechanical  respirators 
("iron  lungs")  and  the  "slurping"  of  the  suc- 
tion machines  in  attempts  to  clear  the  air- 
ways of  the  bulbar  victims. 

The  cries  of  the  children  still  haunt  me. 
They  were  lonely,  frightened  and  in  pain. 
Strict  isolation  was  the  rule;  parents  and 
family  had  to  visit  children  through  the 
open  windows.  Extension  ladders  were  uti- 
lized many  times  to  reach  patients  on  the 
second  floor  of  the  hospital. 

We  knew  nothing  of  the  spread  of  the 
poliomyelitis  virus.  Vector  animals  (even 
dogs  and  cats)  were  suspect.  Swimming 
pools  were  closed.  Large  public  gatherings 
were  shunned.  The  annual  baby  contest  of 
the  Iowa  State  Fair  was  cancelled. 

Treatment  modalities  were  controversial 
as  well.  The  hot,  wet  woolen  packs  of  the 
Kenny  approach  were  directed  toward  relief 
of  the  painful  muscle  spasms.  Mattresses 
were  shortened  to  provide  foot  space  over 


the  end  when  the  patient  was  in  the  prone 
position,  the  feet  placed  flat  against  a board 
at  the  end  of  the  bed  to  maintain  proper  po- 
sition. Splints  and  braces  were  fitted  to  the 
patients  with  permanent  paralysis.  Of 
course,  the  overwhelming  concern  was  for 
patients  with  respiratory  and  swallowing  pa- 
ralysis. The  timing  of  respirator  use,  deci- 
sions regarding  the  need  for  tracheotomy, 
the  continuous  need  for  evacuation  of  secre- 
tions from  the  pharynx  and  the  respiratory 


'Pertussis,  first  described  in 
France  in  1578,  has  a long  his- 
tory of  devastation  upon  young 
infants.  Swedish  reports  indicate 
from  1749-1764,  43,393  infants 
died  of  whooping  cough.' 


tract  were  paramount.  In  addition  there 
were  concerns  regarding  the  provision  of 
supportive  fluids  and  nutrition. 

My  second  year  of  residency  was  inter- 
rupted by  2 years  active  duty  with  the  Navy 
during  the  Korean  Conflict  — a respite  from 
poliomyelitis.  But,  when  I returned  in  1952 
the  problem  had  worsened.  There  were 
3,564  reported  cases  of  poliomyelitis  in  Iowa 
in  1952,  870  in  the  Sioux  City  area. 

April  1955:  the  tide  turned.  Salk  vaccine 
became  available.  The  vaccine  was  in  short 
supply,  and  there  were  frantic  efforts  to  ob- 
tain enough  of  the  vaccine.  Untoward  inci- 
dences added  to  the  drama.  We  compiled 
lists  of  patients  in  the  order  they  inquired 
and  provided  injections  of  Salk  vaccine  as  it 
became  available.  Children  had  first  priority, 
but  there  were  incidents  of  adults  offering 
bribes  to  receive  vaccine  for  themselves.  The 
epidemic  was  conquered,  but  not  forever  as 
the  vaccine  did  not  confer  life-long  immu- 
nity. In  1962  live  virus  vaccines  developed 
by  Sabin  were  introduced.  Poliomyelitis  epi- 
demics became  history.  The  use  of  vaccines 
has  not  been  void  of  problems,  but  that  is 
another  story. 

Another  disease  which  brings  back  vivid 
memories  is  measles.  Small  children  devel- 
oped serious  complications  from  measles. 

(Continued  next  page) 
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Chronic  otitis  media,  pneumonia  and  en- 
cephalitis were  major  problems.  We  did  not 
have  a wide  range  of  antibiotics,  so  bacterial 
complications  took  their  toll  as  well. 

In  1962  I was  fortunate  to  be  involved 
with  field  trials  of  the  experimental  Edmon- 
ton strain  of  vaccine  produced  by  Merck, 
Sharp  and  Dohme.  I was  allocated  30  doses. 
The  vaccine  was  given  in  conjunction  with 
gamma  globulin.  Side  effects  were  more 
marked  than  we  see  with  the  further  atten- 
uated vaccine  we  have  today.  It  was  inter- 
esting to  be  involved  in  the  early  use  of 
measles  vaccine  and  to  share  information 
with  the  researchers  of  the  product. 

Unfortunately,  some  areas  of  the  U.S. 
have  seen  a resurgence  of  measles.  There 
have  been  studies  to  determine  the  optimum 
age  for  the  initial  vaccination,  the  need  for 
repeat  injections  and  the  problems  of  mass 
immunization.  Recently  it  has  been  recom- 
mended that  children  receive  a repeat  injec- 
tion upon  entering  junior  high. 

Rubella  vaccine  has  greatly  reduced  the 
incidence  of  the  congenital  rubella  syn- 
drome. In  the  1964  epidemic  of  rubella  in 
the  U.S.,  20,000  infants  were  affected  by  the 
teratogenic  effects  of  maternal  rubella.  Those 
unfortunate  infants  suffered  cardiac  abnor- 
malities, cataracts,  microcephaly,  bone  le- 
sions as  well  as  prematurity.  Rubella  vac- 
cine, now  given  in  combination  with 
measles  and  mumps  vaccines  (MMR),  has 
proven  its  worth. 

One  last  disease  bears  comment.  It  is 
pathetic  to  observe  a small  infant  coughing 
uncontrollably  with  hardly  a chance  to 
breathe,  finally  getting  a breath  of  air  with  a 
mighty  whoop.  Pertussis,  first  described  in 
France  in  1578,  has  a long  history  of  devas- 
tation upon  young  infants.  Swedish  reports 
indicate  from  1749-1764,  43,393  infants  died 
of  whooping  cough.  During  my  pediatrics 
residency  I observed  several  infants  with  se- 
vere pertussis.  Complications  include  bleed- 
ing into  the  skin,  mucous  membranes  and 
the  brain,  or  pneumonia,  pulmonary  emphy- 
sema and  asphyxia.  Pertussis  vaccine  has 
been  the  subject  of  considerable  controversy 
in  recent  years  but  is  still  the  best  we  have 
to  prevent  the  disease. 

I have  never  seen  small  pox  or  diph- 
theria; and  I hope  I never  again  see  poliomy- 
elitis, measles  or  pertussis.  However,  we 


should  never  be  complacent  about  these 
contagious  diseases.  We  should  continu- 
ously educate  ourselves  and  the  public  of 
the  value  of  immunization  procedures.  Fur- 
thermore, the  medical  researchers  must 
learn  more  about  immunizing  agents  and 
host  responses.  I recall  one  infectious  dis- 
ease expert  stating  that  such  prevention  is 
not  a question  of  failure  of  the  vaccines,  but 
a failure  of  health  care  delivery.  We  must  be 
vigilent  in  our  efforts  to  utilize  every  means 
at  our  disposal  to  prevent  the  occurrence 
and  spread  of  these  contagious  diseases.  — 
Marion  Alberts,  M.D.,  West  Des  Moines. 


Attack  on  Polio 

The  World  Health  Organization  (WHO) 
and  Rotary  International  have  joined  forces 
in  a plan  to  defeat  poliomyelitis  on  a global 
scale. 

The  purpose  of  the  plan  is  to  eliminate 
polio  from  every  country  on  earth  by  the 
year  2000.  Rotary  will  support  the  program 
with  semiannual  payments  from  its  PolioPlus 
Fund.  The  Rotary  Foundation's  commitment 
to  provide  vaccine  for  polio  immunization 
projects  around  the  world  has  increased  to 
more  than  $108.5  million. 

Eighty-two  countries  and  territories 
have  received  PolioPlus  vaccine  grants. 


Call  for  Limit  on 
Extended  Wear  Lenses 

A recent  study  involving  Harvard  Medi- 
cal School  found  the  risk  of  ulcerative  kerati- 
tis is  4 to  5 times  greater  for  extended  wear 
contact  users  than  for  daily  users. 

The  FDA  has  asked  manufacturers  of 
extended  wear  soft  contact  lenses  to  reduce 
the  recommended  wearing  time  from  30 
days  to  1-7  days  in  product  labeling  and 
strengthen  warnings  about  proper  lens  care. 

The  FDA  also  sent  letters  about  the  re- 
duction in  recommended  wearing  time  from 
the  previous  30  days  to  over  60,000  ophthal- 
mologists. 
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Cocaine  Use  Up 


Though  the  number  of  recreational  drug 
users  in  America  has  dropped,  the  number 
of  heavy  cocaine  users  is  soaring,  according 
to  a new  survey  conducted  by  the  National 
Institute  on  Drug  Abuse. 

Since  1985,  the  number  of  Americans 
who  said  they  had  used  drugs  within  the 
last  30  days  has  dropped  37%,  according  to 
a 1988  household  survey.  The  number  of  fre- 
quent cocaine  users  climbed  33%. 

The  number  of  “current"  (within  the 
past  30  days)  cocaine  users  dropped  50% 
from  5.8  million  to  2.9  million,  but  heavy  co- 
caine use  registered  a steep  rise.  Some 
862,000  people  said  they  used  the  drug  once 
a week  or  more,  compared  with  647,000  in 
1985. 

There  was  also  a significant  hike  in  the 
number  of  people  using  cocaine  daily. 

(Continued  next  page) 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN;  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  lov^ra  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


Most 
patients 
need 
only  one. 


K-9UR20 


Microburst 

Release 

System" 


(potassium  chloride)  20mEq  ar 

A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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K-lUR 

(potasaum  chlonde)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE;  BECAUSE  OE  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis 
2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  tor  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patiehts  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions'  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 
All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  fhe  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 
Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 
K-OUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis- Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  In  the  presence  of  a reduced 
fotal  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 
Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  fhe  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-OUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 
Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3 Correcfion  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentratioh  can  produce  digitalis  toxicity 
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Overlooking  Alcoholism 

According  to  a study  at  Johns  Hopkins 
University,  physicians  often  do  not  diagnose 
or  treat  alcoholism  in  their  patients,  despite 
the  high  prevalence  of  the  disease  in  patient 
populations. 

A study  involving  student  and  resident 
physicians  at  the  Johns  Hopkins  School  of 
Medicine  found  wide  variation  in  attitudes 
and  knowledge  about  alcoholism,  their  ac- 
ceptance of  responsibility  for  screening  and 
referring  patients  and  their  confidence  in 
dealing  with  the  problem. 

Physician  Attitudes 
on  Abortion 

A national  survey  of  family  physicians 
and  other  primary  care  physicians  conducted 
by  Physician's  Management  magazine  showed 
over  half  (57%)  consider  themselves  "pro- 
choice"  and  28%  term  themselves  "pro-life." 
Fifteen  percent  rejected  both  labels  when 
asked  to  describe  their  stance  in  the  national 
abortion  debate. 

Asked  whether  they  believe  a husband 
should  be  able  to  obtain  a legal  injunction  to 
prevent  his  wife  from  having  an  abortion, 
34%  said  yes,  51%  said  no  and  15%  were 
unsure. 

Over  half  the  doctors  surveyed  (56%) 
said  they  generally  approve  of  prescribing  or 
dispensing  contraceptives  to  minors  without 
parental  consent  or  notification. 


AIDS  and  Collegians 

In  the  first  major  study  of  HIV  preva- 
lence among  college  students,  the  Centers 
for  Disease  Control  has  learned  2 out  of 
1,000  students  included  in  the  study  tested 
HIV  positive.  The  study  involved  19  colleges 
and  universities  and  the  sample  included 
16,861  students  who  visited  their  campus 
health  center  and  required  blood  samples 
during  the  past  year. 

(Continued  page  476) 


Sponsored  by 
Department  of  Internal  Medicine 
The  University  of  Iowa  College  of  Medicine 


AIDS  Diagnostics:  Everything  You  Wanted  to  Know  but  were  Afraid  to  Ask 

Quality  Assurance:  Impact  on  Clinicians  and  Approach  for  the  Hospital 

Therapy  for  Peptic  Ulcer  Disease 

Polyp  Surveillance 

Vascular  Surgery  in  Diabetes 

Osteoporosis:  Fact,  Fads,  and  Fallacies 

Asthma  Update 

Evaluating  Patients  for  Dmg  Allergies 

Bacteriology  and  Management  of  Human  and  Animal  Bites 

Lyme  Disease:  The  Tick  is  Here 

Occupational  Allergy 


Bernard  D.  Beitman,  M.D.,  Professor  of  Psychiatry,  Director,  Panic/Cardiology 
Project,  University  of  Missouri  at  Columbia. 

TOPIC:  Chest  Pain  in  Patients  with  Angiographically  Nomial  Coronary  Arteries 

Bruce  Bistrian,  M.D.,  Ph.D.,  Associate  Professor  of  Medicine.  Nutrition/Infection 
Laboratories,  New  England  Deaconness  Hospital,  Boston,  Massachusetts. 

TOPIC:  Nutritional  Support  in  the  Hospitalized  Patient 

Gregory  C.  Flaker,  M.D.,  Associate  Professor  of  Medicine,  Director,  Division  of 
Cardiology,  University  of  Missouri  at  Columbia. 

TOPIC:  Stress  and  the  Heart 


William  E.  Thornton,  M.D.,  NASA  Astronaut,  Clinical  Assistant  Professor  of 
Medicine,  University  of  Texas  Medical  Branch,  Galveston,  Texas. 

TOPIC:  Space  Medicine 

Diane  Wycoff,  BA.,  Supervisor,  Protection  Services,  Iowa  Department  of  Human 
Services,  Cedar  Rapids,  Iowa. 

TOPIC:  Adult  Abuse  - The  Iowa  Perspective 


For  more  information  or  to  register,  call  319/335-8597. 


GUEST  FACULTY 


MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 

“UPDATE  ON  FORENSIC 
EMERGENCY  MEDICINE” 

NOVEMBER  15,  1989 

TOPICS 


ROBERT  J.  STEIN,  M.D. 

CHIEF  MEDICAL  EXAMINER 
COOK  COUNTY  INSTITUTE  OF  FORENSIC 
MEDICINE 
CHICAGO,  ILLINOIS 

MARY  CASE,  M.D. 

CHIEF  MEDICAL  EXAMINER 
ST.  LOUIS  COUNTY 

ST.  LOUIS  UNIVERSITY  MEDICAL  SCHOOL 
ST.  LOUIS,  MISSOURI 

THOMAS  L.  BENNETT,  M.D. 

STATE  MEDICAL  EXAMINER 
DEPARTMENT  OF  PUBLIC  SAFETY 
STATE  OF  IOWA 
DES  MOINES,  IOWA 

R.C.  WOOTERS,  M.D. 

COUNTY  MEDICAL  EXAMINER 
POLK  COUNTY 

BROADLAWNS  HOSPITALS  MEDICAL  CENTER 
DES  MOINES,  IOWA 


“DETERMINATION/CAUSE  OF 
DEATH:  ENTRANCE  AND  EXIT  WOUNDS” 


“RECOGNITION  OF  PEDIATRIC-INFLICTED 
INJURIES” 


“PRESERVATION  OF  EVIDENCE:  MEDICAL/ 
LEGAL  IMPLICATIONS  FOR  THE  EMERGENCY 
ROOM  PHYSICIAN” 


“DEATH  AND  DYING  IN  THE  EMERGENCY 
ROOM” 


Approved  by  Mercy  Hospital  Medical  Center,  an  IMS-ac- 
credited CME  organization,  for  4 hours  Category  1/A.M.A. 
Physicians'  Recognition  Award. 

Nursing  CEU's:  0.45  (4.5  contact  hours) 

Application  has  been  made  for  additional  accreditations. 


Physician  Fee $35.00 

Physician  Assistant  Fee  $15.00 

Nursing  Fee  $15.00 

Paramedical  Fee  $15.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVER- 
SITY AVENUE  IN  DES  MOINES,  IOWA.  PARKING  IS  AVAILABLE  ADJACENT  TO  THE  MERCY  EDUCATION 
CENTER. 


CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY  AVENUE 
DES  MOINES,  IOWA  50314 
(515)  247-3042 


Of  the  16,861  students  tested,  28  men 
and  2 women  were  HIV  positive.  Study  re- 
sults from  individual  campuses  were  not  re- 
leased. 


AM  A Survey  of 
Physician  Opinion 

The  American  Medical  Association  re- 
cently released  results  of  its  1989  survey  of 
physician  opinion  on  health  care  issues.  The 
survey  results  are  based  on  telephone  inter- 
views with  1,004  physicians  practicing  in  the 
United  States. 

Of  those  surveyed: 

• 29%  said  cost  is  the  main  problem  fac- 
ing health  care  in  the  U.S.  today.  Ten  per- 


cent cited  professional  liability  and  10%  said 
government  regulation  was  the  main  prob- 
lem. 

• 48%  said  patients  generally  demand 
too  many  health  care  services,  such  as  tests, 
x-rays,  etc. 

• 34%  said  the  federal  government 
should  require  employers  to  provide  health 
insurance  coverage;  36%  said  health  insur- 
ance should  be  a requirement  except  for 
small  businesses  or  part  time  workers. 

• 63%  said  their  control  over  patient 
treatment  decisions  has  decreased  during 
the  past  several  years. 

• 53%  said  patients  have  unrealistic  ex- 
pectations about  what  a doctor  can  do  to 
treat  or  cure  them. 

• 25%  said  they  would  probably  not  go 
into  medicine  if  they  were  in  college  today. 

(Continued  next  page) 


"MANAGING  MENTAL  HEALTH/SUBSTANCE  ABUSE  CARE  TO  ACHIEVE  RESULTS" 


NOVEMBER  8 AND  9,  1989 
MARRIOTT  HOTEL,  DES  MOINES,  IOWA 


Mental  health  and  substance  abuse  expenses  account  for  7-25  percent  of  all  health  benefit  claims  and 
25  percent  of  all  hospital  days. 

Fundamental  approaches  to  mental  health  care  are  shifting  due  to  clinical  developments  within  and  economic 
pressures  from  without.  As  health  care  professionals,  experience  firsthand  the  current  programs  in  use  to 
manage  care  and  costs. 


TOPICS 

"Yes,  You  Can  Get  People  Well  Without  Breaking  the  Bank,"  Alex  R.  Rodriquez,  M.D.,  Sr.,  VP-Professional 
Services  and  Corporate  Medical  Director,  Preferred  Health  Care,  Ltd.,  Wilton,  Connecticut. 

"Special  Perspectives  on  Treating  Children  and  Adolescents,"  Victor  Savitz,  M.D.,  Medical  Director,  Managed 
Health  Network,  Los  Angeles,  California. 


OTHER  TOPICS  INCLUDE 

* Why  Managing  Care  Can  Achieve  Better  Outcomes  and  Still  Save  Money 

* Presentations  by  Some  of  the  Nation’s  Top  Managed  MH/SA  Programs 

* Creative  Approaches  to  Delivering  Care 


CALL  FOR  A BROCHURE  TODAY!!  (515)244-1211 
SPONSORED  BY  HEALTH  QUEST,  HPCI  AND  MBGH 
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• 61%  believe  the  professional  liability 
situation  has  worsened  in  the  past  year. 

• 35%  said  there  are  areas  in  medicine 
they  do  not  practice  because  of  rising  mal- 
practice insurance  costs. 

• 75%  said  the  threat  of  malpractice 
suits  causes  them  to  do  tests  they  might  not 
otherwise  believe  are  needed. 

• 63%  feel  their  practices  are  being  ef- 
fectively peer  reviewed. 

• 67%  believe  the  overall  impact  of 
DRGs  has  been  negative. 

• 58%  believe  a resource  based  relative 
value  scale  should  be  used  as  a basis  for 
physician  reimbursement  under  Medicare. 


Animal  Research 


According  to  a Gallup  Organization  sur- 
vey commissioned  by  the  AM  A,  77%  of 
Americans  believe  the  use  of  animals  in 
biomedical  research  is  necessary  for  progress 
in  medicine.  A somewhat  smaller  group, 
64%,  said  they  actually  support  the  use  of 
animals  in  biomedical  research;  29%  oppose 
it  and  6%  were  unsure. 

Support  for  animal  research  increases 
with  the  education  and  income  of  the  re- 
spondents. 


Help  Wanted 

We  are  seeking  spouses  of  Iowa  physicians  to 
join  a vital,  progressive,  accomplished  group  — 
the  Iowa  Medical  Society  Auxiliary. 

QUALIFICATIONS  AND  SKILLS:  Enthusiasm 
and  involvement 

BENEFITS:  Too  numerous  to  list 

Send  your  dues  ($30  payable  to  IMS  Auxiliary) 
TODAY  to  your  county  auxiliary  treasurer  or 
district  councilor.  In  return,  you  will  become  a 
person  who  is  well-informed  about  Iowa’s 
medical  issues. 

For  further  information  on  the  IMS  Auxiliary, 
contact  Sandy  Nichols,  515/223-1401  or  toll 
free  1/800-747-3070. 

We  need  you! 


(^eral  Internist 
Ftoi%Ptactice 
0B/(M 
Pediatrics 

Our  unique  meiiical  group  (design  lets 
you  practice  your  specialty  without 
being  overbur(iened  with  all  the  details 
of  private  practice. 

We  have  opportunities  available  in 
general  internal  medicine,  family 
practice  and  OB/GYN  in  our  Twin 
Cities  medical  centers;  as  well  as  family 
practice,  pediatric,  and  OB/GYN 
opportunities  in  our  St.  Cloud  facility. 

Please  contact  Judy  Meath,  Director, 
Physician  Services,  at  (612)  623- 
8444,  or  mail  CV  to  Group  Health,  Inc., 
Physician  Services,  2829  University 
Avenue  S.E.,  Minneapolis,  MN  55414. 
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Group  Health  in  Minnesota  is  looking  for  doctors  who  want  to  spend 

more  time  with  patients.  And  less  time  with  paperwork.  Doctors  who  want  freedom  from  details  that 
are  making  private  practice,  not  to  mention  a doctor’s  private  life,  more  unmanageable  every  year. 

Group  Health  pioneered  the  HMO  concept  in  Minnesota.  And 
Group  Health  is  looking  for  doctors  who  want  the  freedom  to  practice. 

To  admit  patients,  refer  to  specialists  and  order  tests  at  their  own 
discretion.  After  all,  why  hire  someone  for  their  expert  judgement  if 
you’re  constantly  going  to  question  it?  So  if  it  sounds  like  Group  Health 
is  looking  for  you,  call,  don’t  write.  You’ve  got  too  much  paperwork 
to  handle  as  it  is. 

Call  Judy  Meath,  Director  of  Physician  Services  n t 

at  612-623-8444.  Where  a doctor  can  be  a doctor. 
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Atherosclerosis  Reversal 
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Ontario,  Oregon 
ROBERT  CLARK,  M.D. 
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The  authors  discuss  management  of  a 
patient  treated  for  7 months  with  total 
central  parenteral  nutrition^  using  hy- 
pertonic glucose  and  aminoacids.  Pre- 
vious disease  accounted  in  part  for  fail- 
ure of  the  pulmonary^  cardiac^  renal  and 
gastrointestinal  systems. 


A7-MONTH  STAY  in  an  intensive  care  unit, 
with  survival  and  complete  rehabilita- 
tion, raises  several  issues:  moral,  ethical  and 
diagnosis  related  groups  (DRG's).  Our  patient 
had  serial  failure  of  the  kidneys  (non-oliguric), 
lungs  and  gastro-intestinal  tract. 

The  patient,  a 56-year-old  male,  suffered 
a perforated  appendix.  Surgical  exploration  re- 


Dr.  Lawton  is  clinical  professor,  emeritus,  department  of  surgeiy, 
U.  of  1.  Hospitals  and  Clinics.  Dr.  Clark  is  a surgery  resident,  at  Veterans 
Administration  Medical  Center  in  Des  Moines.  Dr.  Babij  practices  in 
Ontario,  Oregon. 


vealed  a perforated  retrocecal  appendix  which 
necessitated  considerable  retrocecal-perito- 
neal dissection  (Figure  1,  Operation  1,  follow- 
ing page).  The  patient's  post-operative  course 
seemed  uncomplicated,  but  on  the  fifth  day 
abdominal  distention  and  shortness  of  breath 
were  noted  and  marked  the  start  of  a very 
complicated  course. 

History 

Several  years  prior  to  this  hospitalization 
the  patient  was  treated  for  angina.  At  that  time 
he  had  electrocardiographic  and  chemical  evi- 
dence of  myocardial  infarction.  Coronary  an- 
giography revealed  severe  atherosclerotic  dis- 
ease and  he  was  advised  to  have  coronary 
bypass.  He  was  discharged  from  the  hospital 
on  medication  for  angina  and  went  back  to 
work  full-time  in  spite  of  exertional  angina  for 
which  he  took  nitroglycerin  tablets  4-5  times 
per  day. 

The  patient  had  a 16-year  history  of  epi- 
gastric pain  and  was  taking  large  quantities  of 
milk  and  baking  soda.  Recently,  he  had  begun 
masticating  his  food  more  carefully.  He  occa- 
sionally vomited,  suggesting  obstruction  from 
his  duodenal  ulcer.  He  had  a 20-year  history 
of  cigarette  smoking.  During  the  previous  hos- 
pitalization for  acute  myocardial  infarction,  a 
Pa02  of  70  to  73  mm  Hg  on  room  air  was 
noted. 

He  often  experienced  shortness  of  breath 
which  was  attributed  to  his  previous  myocar- 
dial infarction.  Chronic  pulmonary  disease 
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OPERATION  1 OPERATION  2 


3 weeks  4 months 


OPERATION  3 OPERATION  4 

Figure  1 . Four  surgical  procedures  done  on  a patient 
who  experienced  a complicated  post-operative  course. 

evolved  from  a history  of  feeling  he  was  suf- 
focating at  night.  At  no  time  did  he  have  or- 
thopnea. 

On  the  fifth  post-operative  day,  a second 
operation  was  done  for  a perforated  duodenal 
ulcer  (Figure  1,  Operation  2).  A third  operation 
was  necessary  on  the  23rd  day  for  a leaking 
duodenal  stump  as  evidenced  by  bile  leaking 
around  the  duodenal  drainage  catheter  and 
failure  of  intestinal  motility  (Figure  1,  Opera- 
tion 3).  Following  that  operation  he  developed 
acute  non-oliguric  renal  failure.  The  lowest 
creatinine  clearance  was  3 ml/min.  Since  dis- 
charge from  the  hospital  this  has  increased  to 
60  ml/min.  Another  operation  was  done  4 
months  following  the  original  admission  for 
possible  intestinal  obstruction  (gut  failure).  A 
50%  gastric  resection  without  vagotomy  was 
done  (Figure  1,  Operation  4). 

Though  never  in  demonstrable  failure,  the 
heart  was  the  'Achilles  Heel'  of  rehabilitation. 
On  several  occasions  the  patient  had  severe 
cardiac  arrhythmias,  evidenced  by  bradycar- 
dias, ventricular  premature  contractions  and 
ventricular  tachycardias  leading  to  3 episodes 
of  fibrillation.  Each  occurrence  of  ventricular 
fibrillation  was  associated  with  attempts  to 


"wean"  the  patient  from  the  ventilator.  The 
sensitivity  of  the  myocardium  to  a variety  of 
stimulae  was  probably  the  consequence  of  my- 
ocardial ischemia.^ 

Further  Complications 

Frequent  runs  of  ventricular  premature 
beats  necessitated  the  use  of  antiarrhythmic 
drugs. ^ One  of  the  "arrests"  was  associated 
with  the  clinical  diagnosis  of  "sepsis."  The  rea- 
son for  this  sudden  hemodynamic  collapse  was 
unclear.  At  this  juncture,  multiple  organ  sys- 
tem failure  was  well  established  and  the  pa- 
tient's response  to  various  conditions  was  dif- 
ficult to  evaluate.  "Hot"  vasodilitation  was 
associated  with  the  episode,  lending  some  cre- 
dence to  the  use  of  the  word  'septic.' 

This  responded  to  a single  precordial  shock 
and  when  the  cardiac  activity  resumed  it  was 
at  normotensive  levels  (a  rate  of  80)  and  there 
was  a rapid  resumption  of  consciousness.  Se- 
vere oliguria  of  approximately  6 hours  dura- 
tion ensued.  After  each  episode  of  fibrillation 
and  resuscitation,  electrocardiograms  failed  to 
reveal  any  evidence  of  recent  myocardial  in- 
farction and  the  cardiac  enzymes  were  within 
normal  limits.  Tissue  perfusion,  except  for  the 
heart,  was  not  a serious  problem.^ 

Cholesterol  and  triglyceride  levels  were 
exceptionally  low,  in  the  range  of  70-75  mg% 
for  2 determinations  (Table  1).  On  one  occa- 
sion the  triglyceride  level  was  43  mg%.  The 
patient  was  on  a no-cholesterol  diet  which 
could  account  for  some  decrease  in  serum  lip- 
ids, but  hyperalimentation  with  amino  acids 
may  add  another  dimension.  The  hyperali- 
mentation solution  used  was  basically  8^2% 
amino  acids  with  50%  glucose.  Vitamins  and 
trace  elements  were  added.  Additional  "B"  vi- 
tamins and  ascorbic  acid  (500  mg/day)  were 
added  to  the  standard  vitamin  replacement. 

During  the  7 months  he  lost  1 kg  of  weight. 
A special  effort  was  made  to  keep  the  serum 
albumin  near  4 mg/dl.  This  required  25-100  gm 
of  exogenous  albumin  per  day.  The  cholesterol 
level  in  a patient  on  a no-cholesterol  diet  sel- 
dom can  be  lowered  to  <150  mg%.  After  leav- 
ing the  hospital  the  cholesterol  level  increased 
to  200  mg%,  on  no  specific  diet.  The  marked 
decrease  in  lipids  may  have  induced  a regres- 
sion in  coronary  atherosclerosis  which  allowed 
extubation  without  cardiac  arrest. 

After  repeated  attempts  at  tracheal  extu- 
bation, followed  each  time  by  life  threatening 
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TABLE  1 

SUMMARY  OF  LIPID  DETERMINATIONS 


Chole/ 

Trig/ 

Date 

mg% 

mg% 

C-CR 

Creat. 

Myocardial 

Infarction 

9/23/81 

358 

251 

1.1 

12/11/81 

321 

254 

Abdominal 

Catastrophe 

1/17/84 

3/29/84 

125 

74 

3ml/min 

7.0 

4/26/84 

98 

81 

5.3 

5/08/84 

107 

76 

5/1 7/84 

72 

43 

3.3 

Post  Recovery 

4/14/86 

200 

25ml/min 

2.0 

Chole  — Cholesterol 

Trig  — Triglyceride 

C-CR  — Creatinine  clearance  ml/min 

Creat  — Creatinine 

arrythmias,  we  were  seriously  considering 
coronary  artery  by-pass  surgeryd  The  high 
mortality  rate  associated  with  post  operative 
renal  failure  is  more  frequently  being  docu- 
mented, especially  when  related  to  a complex 
fluid  and  electrolyte  disturbance.^-^ 

Discussion 

This  patient  had  marked  arteriosclerosis 
with  cardiac  ischemia  and  myocardial  infarc- 
tion necessitating  frequent  nitroglycerin 
administration.  He  was  advised  to  have  cor- 
onary bypass  for  severe  occlusion.  Since  his 
last  hospitalization  he  has  not  required  nitro- 
glycerin and  is  fully  rehabilitated.  Prolonged 
intravenous  hyperalimentation  may  be  one 
way  of  reversing  coronary  arteriosclerosis. 
There  is  experimental  evidence  this  disease 
process  can  be  reversed  in  the  subhuman  pri- 
mate.^ 

Scandanavian  countries  have  been  noted 
for  a high  incidence  of  coronary  artery  dis- 
ease.® This  has  been  attributed  to  dietary  hab- 
its of  high  fat  and  cholesterol.  A large  part  of 
the  diet  is  composed  of  meat,  eggs,  pork  and 
beef.  During  the  German  occupation  of  World 
War  II,  the  diet  changed  to  mainly  vegetables. 
Consonant  with  this  change,  there  was  a 
marked  decrease  in  coronary  artery  disease.^ 
After  the  war,  the  old  dietary  regimens  were 
re-instituted  with  a concomitant  increase  in 
coronary  artery  disease. 

Another  case  report  involving  Nathan  Pri- 
tikin  is  of  interest.  He  was  diagnosed  as  having 
coronary  heart  disease  about  30  years  before 


his  death.  At  that  time  his  cholesterol  level  was 
300  mg%.  With  diet  and  exercise  his  choles- 
terol decreased  to  150  mg%.  Following  his 
death  by  exsanguination  at  age  69,  an  autopsy 
demonstrated  the  absence  of  cholesterol  — 
fatty  deposits  or  calcifications.  The  coronary 
arteries  were  wide  open.  He  was  in  failing 
health  at  the  time  of  his  demise  as  a conse- 
quence of  leukemia  for  which  he  had  been 
treated  for  27  years. 

In  the  severely  ill  patient  whose  lipids  are 
rapidly  decreasing  the  mortality  may  be  quite 
high.  This  condition  may  lead  to  cellular  mem- 
brane failure  and  death  (authors'  unpublished 
data). 

Summary 

This  patient  is  apparently  healthier  now 
than  before  hospitalization  due  to  several  fac- 
tors: his  duodenal  ulcer  disease  is  controlled; 
he  has  stopped  smoking  and  has  fewer  res- 
piratory problems  (chronic  cough  and  breath- 
lessness); renal  function  is  gradually  improv- 
ing; he  no  longer  experiences  effort  angina  and 
he  is  on  no  drugs.  This  is  a clinico-epidemio- 
logic  study  with  presumptive  evidence  of  ath- 
erosclerosis reversal.  This  analysis  does  not 
have  the  weight  of  a prospective  controlled 
clinical  trial  but  may  act  as  a stimulus. 
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Ascaris  Pneumonitis: 
Case  Presentation 


WARNE  RAMSEY,  M.D. 
Bettendorf,  Iowa 


The  author  discusses  the  case  of  a 74- 
year-old  woman  with  ascaris  pneumo- 
nitis. The  diagnosis  was  complex  be- 
cause of  unrelated  findings. 


This  case  presentation  concerns  a 74-year- 
old  lady  who  had  previously  been  in  good 
health  but,  over  a period  of  about  2 weeks, 
developed  malaise,  aching  chills,  fatigue  and 
anorexia.  Temperature  was  intermittently  as 
high  as  102.  She  had  a mild  non-productive 
cough. 

She  thought  she  had  a "cold”  but  on  ad- 
vice of  family  members,  went  to  a walk-in 
clinic.  She  was  told  she  had  a lower  respiratory 
infection  with  an  elevated  WBC  (11,600,  no 
differential),  and  was  given  "antibiotics."  Her 
temperature  and  chills  subsided  with  the  an- 
tibiotics but  fatigue,  weakness  and  general  ma- 
laise became  worse.  Nausea  developed  and 
she  lost  10  pounds. 

She  returned  to  tlie  clinic.  The  leukocy- 
tosis had  improved  (results  not  available)  but 
a chest  x-ray  showed  a right  upper  lobe  mass. 
A pulmonology  consult  was  obtained  and  she 
was  hospitalized. 


Dr.  Ramsey  is  a family  practice  physician  in  Bettendorf. 


Lung  Masses 

Chest  x-ray  on  admission  revealed  a mass 
in  the  right  mid-lung  field  extending  toward 
the  hilum,  one  in  the  left  apex  and  one  in  the 
left  hilum.  CT  scan  confirmed  these  and  found 
2 additional  mass  densities.  The  radiologist's 
impression  was  pulmonary  metastasis. 

Other  tests  were  done.  Bone  scan  showed 
increased  uptake  in  lumbar  and  cervical  spine 
sites.  Abdominal  CT  was  normal.  Mammo- 
gram showed  a small  questionable  density  in 
the  right  breast.  This  was  repeated  with  ad- 
ditional views  the  next  day  and  x-ray  was  nor- 
mal. The  only  abnormality  on  the  SMA  was 
an  alk.  phosphatase  of  162.  The  CEA  was  7.3 
(normal  0-2.5).  Cancer  antigen  was  3.4  (normal 
0-35).  Sonogram  of  thyroid  showed  a 1.6  cm. 
solid  mass  in  the  left  lobe  which  was  not  pal- 
pable. 

Bronchoscopy  was  done  but  no  abnor- 
malities found.  Cultures  and  biopsies  were 
negative.  Bronchoscopy  was  repeated  with  the 
same  results.  One  week  after  admission  WBC 
was  7,500  (70  segs,  24  lymphs,  3 monocytes 
and  3 eosinophils). 

At  this  point,  I became  involved.  In  the 
hospital  a week  and  acutely  aware  her  illness 
was  more  than  "a  cold,"  the  patient  insisted 
I assist  in  her  care  as  her  primary  physician. 

She  had  been  on  cefazolin  since  admis- 
sion. Repeat  chest  x-rays  showed  some  im- 
provement. Repeat  CBC  was  done,  WBC  was 
10,100,  16  lymphocytes,  9 monocytes,  2 eosin- 
ophils, 1 basophils,  and  72  segmenters.  She 
remained  weak,  complained  of  malaise  and 
weight  loss  continued.  She  was  depressed  and 
had  decided  to  leave  the  hospital  against  med- 
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ical  advice.  She  felt  she  should  not  have  ex- 
tensive care  and  tests  at  her  age  if  she  had 
advanced  cancer. 

Colonoscopy  Performed 

A consulting  oncologist  did  not  think  the 
CEA  was  high  enough  to  prove  a malignancy. 
Both  he  and  a surgeon  evaluated  the  bone  scan. 
The  "hot"  spots  were  thought  to  be  from  ar- 
thritis. The  thyroid  and  breast  findings  were 
not  thought  to  be  significant.  Alpha-feto-pro- 
teins  were  normal. 

In  search  of  a primary  lesion,  a colonos- 
copy was  done,  and  a 15  cm  Ascaris  lumbri- 
coides  found  and  removed.  No  other  hel- 
minths were  found.  Upper  GI  and  barium 
enema  were  normal  except  for  a sliding  hiatal 
hernia. 

She  was  treated  with  piperazine  citrate. 
She  began  to  feel  better  within  2 days.®  As 
noted  below,  this  was  probably  coincidental. 
Follow  up  chest  X-rays  showed  gradual  and 
complete  resolution  of  the  lesions. 

Ascaris  infection  is  not  rare  in  the  mid- 
west, but  not  endemic  as  it  is  in  more  tem- 
perate or  less  sanitary  areas.  Most  often  we 
encounter  it  when  a mother  brings  in  an  adult 
worm  her  asymptomatic  child  has  passed.^ 

The  fertilized  egg  matures  from  single  cell 
stage  to  first  stage  larva  and  first  molting  to 
become  infective  in  2 to  3 weeks.  The  ingested 
larva  hatches  in  the  duodenum  and  penetrates 
the  intestine  to  reach  lymphatics  and  veins. 
They  are  carried  thorugh  the  heart  and  pul- 
monary vessels  to  capillaries,  where  they  enter 
the  alveoli.  Increasing  in  size  and  molting  to 
third  stage,  they  move  up  the  trachea  and 
down  to  the  intestine  where  the  rest  of  the 
growth  and  maturation  occurs.  An  adult  worm 
stays  in  the  host  for  over  a year  and  may  pro- 
duce 200,000  eggs  per  day.^'^ 

Ascaris  Infection  Symptoms 

There  usually  are  no  symptoms  associated 
with  the  infection.  The  larval  migration  may 
cause  intense  tissue  reaction  in  the  liver  and 
lungs,  with  inflammation,  eosinophilic  infil- 
tration and  granuloma  formation.  The  adults 
will  migrate,  especially  if  irritated  as  with  el- 
evated temperature  or  by  some  medication. 
They  may  move  into  the  common  duct,  caus- 
ing pancreatitis  or  liver  abscesses.  In  severe 
cases  they  have  been  found  in  the  heart,  brain. 


liver,  veins  and  appendix,  emerging  from  the 
umbilicus,  nose  and  mouth.  They  may  be  nu- 
merous enough  to  cause  obstruction.^-  ^ 

Distinct  Pathology 

People  who  are  re-infected  are  more  likely 
to  be  sensitized  and  have  allergic  symptoms 
including  asthma  and  swelling  of  lips.  Ascaris 
pneumonitis  produces  distinct  pathology,  with 
eosinophils,  macrophages  and  larvae.  Lof- 
fler's  syndrome  consists  of  pulmonary  infil- 
trates and  peripheral  eosinophilia.® 

Symptoms  of  ascaris  pneumonitis  include 
dyspnea,  rales,  wheezes,  dry  cough  usually 
non-productive,  fever,  lung  infiltrates  and 
usually  eosinophilia.  The  esinophilia  is  tran- 
sient and  is  probably  caused  by  transpulmon- 
ary  migration  of  the  larval  form.® 

Sputum  and  gastric  washings  may  con- 
tain larvae.  Stool  specimens  may  contain  eggs. 
Pulmonary  symptoms  occur  during  the  larval 
stage,  so  there  may  be  no  adult  worm  or  eggs 
present. 

Symptoms  from  infection  by  adult  worms 
include  colic,  bloating  and  weight  loss.  More 
severe  symptoms  caused  by  migrating  adults 
are  noted  above. 

Recommended  Treatment 

Recommended  treatment  is  piperazine 
citrate  (Antepar).  A single  dose  will  cure  80% 
of  infections,  second  dose  95%.  Piperazine  re- 
laxes the  ascaris,  making  it  unable  to  maintain 
its  position  and  it  is  passed.  Pyrantel  pamoate 
is  also  considered  effective  in  a single  dose.^-  ® 
Additional  procedures  may  be  needed  for  se- 
vere infections,  perhaps  surgery  for  obstruc- 
tion or  drainage  of  abscesses. 

There  is  no  treatment  that  helps  the  pneu- 
monitis as  it  is  transient.  A sensitized  person 
is  likely  to  have  more  problems  if  re-infected, 
so  prevention  is  important.  Sanitation  must  be 
emphasized,  particularly  fecal  contamination 
of  soil.  Sunlight  and  temperature  above  40°C 
will  shorten  the  life  of  the  eggs,  but  they  can 
resist  drying  and  cold  and  many  chemicals  and 
have  been  known  to  remain  infective  for  up 
to  10  years. 

Summary 

This  is  a case  of  a 74-year-old  lady  with 
ascaris  pneumonitis  whose  presenting  com- 

(Continued  next  page) 
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plaint  was  a respiratory  infection.  X-ray  sug- 
gested neoplasia.  The  diagnosis  was  more 
complex  because  of  other  unrelated  findings 
suggestive  of  thyroid  and  breast  lesions.  She 
did  not  display  the  expected  eosinophilia,  but 
this  is  transient  and  may  have  been  missed. 

She  resides  in  an  urban  area  and  has  good 
hygiene  habits.  No  source  of  the  infection  could 
be  found.  Diagnosis  is  most  commonly  made 
by  finding  eggs  in  the  stool;  occasionally  an 
adult  worm  is  passed  in  the  stool.  In  this  case 
the  diagnosis  was  considered  when  an  adult 
worm  was  found  during  sigmoidoscopy.  There 
is  a brief  discussion  of  ascaris  infection. 

References 

1.  Brown,  H:  Ascaris  Lumbricoides.  Basic  Clinical  Parisitology . 4th  ed. 
New  York:  Appleton-Century  Crofts  1975:133-138. 

2.  Faust,  E,  et  ah  Animal  Agents  and  Vectors  of  Human  Disease.  Phil- 
adelphia: Lea  and  Febeger  1975:237-244. 

3.  Schatz,  M,  et  al:  The  eosinophil  and  the  lung.  Arch.  Intern.  Med. 
1982;142:1515-19. 

4.  Phillis,  ],  et  al:  Pulmonary  infiltrates,  asthma  and  eosinophilia 
due  to  ascaris  suum  infestation  in  man.  New  England  Journal  of  Medicine 
1972:965-70. 

5.  Bedrossian,  C,  et  al:  Ultrastructure  of  the  lung  in  Loeffler's  pneu- 
monia. The  American  Journal  of  Medicine  1975;58:438-43. 

6.  Marsden,  P:  Ascaris.  15th  ed.  From:  Cecil  Textbook  of  Medicine. 
Saunders  1979:626-27. 

7.  Weller,  P:  Helminthic  infection.  From:  Scientific  American,  Inc.  1987; 
7:Chapter  35:3,9. 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

57th  ANNUAL 
POSTGRADUATE  ASSEMBLY 

NOVEMBER  2,  3 and  4,  1989 

RED  LION  INN 
OMAHA,  NEBRASKA 

For  information  contact 

Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 
402/397-1443 


Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office. 

To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOITACTICS. 

What  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  sjjecial  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


L 


1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 


For  more  information,  call  SOFTACTICS  today. 


MENU 

OF  BENEFITS 
& SERVICES 

FOR  IOWA 
MEDICAL  SOCIETY 
MEMBER  PHYSICIANS 

Malpractice  Insurance 
Health  Insurance 
Computer  Consultation 
Life  Insurance 
Disability  Insurance 
Financial  Planning 
Debt  Collection 
Credit  Card 
Travel  Programs 
Workers'  Compensation 
Office  Overhead  Insurance 
Practice  Management 


THE  IOWA  MEDICAL  SOCIETY  - 
MEETING  YOUR  NEEDS! 


There  are  certain  crucial  needs  the  Iowa  physician  must 
satisfy  to  practice  medicine  within  legal  bounds. 
Included  here  are  such  matters  as  licensure,  continuing 
education,  maintenance  of  narcotic  authorization,  etc. 

There  are  additionally  other  needs  equally  as  important 
to  the  Iowa  medical  practitioner.  Illustrative  here  are 
medical  liability  insurance,  health  insurance  for  self, 
family  and  employees,  insurance  protection  against 
death  or  disability,  etc. 

Thirdly,  there  are  needs  which,  if  met,  give  the  physician 
extra  comfort  in  knowing  actions  or  precautions  have 
been  taken  to  meet  particular  contingencies.  Reference 
is  made  here  to  credit  capacity,  debt  recovery  support, 
practice  management,  etc. 


Seeking  to  deliver  in  this  broad  arena,  the  Iowa  Medical 
Society  has  developed  an  array  of  support  services  and 
products  for  consideration  by  its  member  physicians. 
The  IMS  Committee  on  Member  Services  and  the  IMS 
SERVICES  Board  of  Directors  are  responsible  for  the 
ongoing  evaluation  of  these  programs  as  to  their  worth 
and  receptivity.  It  is  the  further  duty  of  these  bodies  to 
consider  and  recommend  appropriate  new  programs. 

This  folder  highlights  the  several  programs  furnished  by 
the  Iowa  Medical  Society  and  its  subsidiary,  IMS 
SERVICES,  or  by  one  of  several  outside  companies  with 
which  a positive  working  relationship  has  been 
established.  Detailed  information  is  available  on  any 
program  described. 


MEDICAL  MALPRACTICE  INSURANCE 

The  Iowa  Physicians  Mutual  Insurance  Trust  (IPMIT) 
provides  a key  member  benefit.  This  important  program 
was  initiated  in  1985  to  make  medical  liability 
insurance  available  to  qualified  physician  members  of 
the  Iowa  Medical  Society.  The  limits  of  IPMIT  coverage 
extend  to  $5  million.  The  program  is  fully  regulated  by 
the  State  of  Iowa.  More  than  1,000  Iowa  physicians  are 
insured  by  IPMIT.  Extensive  physician  leadership  is 
involved  in  the  IPMIT  underwriting,  claims  and  risk 
management  divisions.  Marketing  of  IPMIT  is  assigned 
to  IMS  SERVICES,  a subsidiary  of  the  Iowa  Medical 
Society;  IMS  SERVICES  should  be  contacted  for 
information. 


HEALTH  INSURANCE 

The  Statewide  Physicians  Group  Health  Program  is 
open  to  members  of  the  Iowa  Medical  Society,  their 
families  and  their  employees.  The  program  is  under- 
written by  Blue  Cross/Blue  Shield  and  includes  several 
deductible  options.  Hospital  and  medical/surgical 
benefits  are  furnished  with  dental  coverage  as  an 
additional  option.  New  IMS  members  have  90  days  to 
enroll;  open  enrollments  are  held  periodically  for 
existing  members.  The  program  is  sold  and  serviced  by 
The  Prouty  Company.  Information  may  be  obtained  by 
contacting  either  Prouty  or  IMS  SERVICES. 

ACCIDENT  AND  SICKNESS  DISABILITY 
INSURANCE 

Three  insurance  coverages  are  available  in  this  area.  All 
are  administered  by  The  Prouty  Company.  Detailed 
information  about  each  program  may  be  obtained  from 
The  Prouty  Company. 

Crown  Life  — Benefits  are  available  to  $12,000 
per  month.  Definition  of  disability  is  your  specialty  for 
full  term  of  contract.  Other  optional  benefits  include 
income  replacement,  residual  disability,  cost  of  living 
adjustment  rider,  lifetime  sickness  benefits,  and  future 
increase  option.  Right  of  renewal  and  rates  are 


guaranteed  to  age  65.  Coverage  is  conditionally 
renewable  between  ages  65  and  72  for  practicing 
physicians.  Various  waiting  periods  (30,  60,  90,  180  or 
365  days)  are  available.  All  IMS  members  in  active 
practice  age  60  or  under  may  apply. 

Commercial  Life  Insurance  — Benefits  are 
available  to  $6,000  monthly.  Duration  of  benefits  is  up 
to  lifetime  for  accident  and  age  65  for  illness.  Definition 
of  disability  is  your  specialty  for  full  term  of  contract. 
Reduced  rates  are  offered  for  insureds  under  age  40. 
Benefits  are  available  from  the  first  day  of  disability  for 
accident  and  the  eighth  day  (or  first  day  of  hospital 
confinement)  for  sickness.  Optional  plans  allow 
different  waiting  periods.  Special  renewal  features  and 
conversion  options  are  provided.  All  new  IMS  members 
are  eligible  for  the  base  amount  up  to  90  days 
regardless  of  medical  history.  Insurable  members  are 
eligible  any  time  prior  to  age  55.  Coverage  continues  to 
age  70  with  special  conversion  available  after  age  70. 

UNUM  (Union  Mutual)  — Benefits  are  available 
to  $35,000  monthly  ($420,000  annually)  for  physicians 
and/or  their  employees.  In  offices  with  10  or  more 
employees,  the  issuance  of  coverage  is  guaranteed. 
Other  features  include  residual  disability,  conversion 
option  and  pension  accrual.  Applicants  must  be  age  65 
or  under.  The  coverage  is  restricted  to  offices  with  more 
than  10  employees. 


OFFICE  OVERHEAD 
EXPENSE  INSURANCE 

This  disability  insurance  coverage  is  available  in 
selected  amounts  from  $500  to  $6,000  monthly.  It  is 
intended  as  a reimbursement  against  office  expenses, 
e.g.,  rent,  staff  wages,  utilities,  professional  liability 
insurance,  etc.  Benefits  begin  after  a selected  waiting 
period  of  either  15  or  30  days.  Benefits  are  payable  to 
24  months.  The  program  is  underwritten  by  the 
Commercial  Insurance  Company.  The  program  is 
administered  by  The  Prouty  Company. 


LIFE  INSURANCE 

Several  life  insurance  options  are  provided  for  inter- 
ested IMS-member  physicians.  Unless  otherwise 
specified,  the  programs  listed  below  are  administered 
by  The  Prouty  Company. 

North  American  Company  for  Life  and 
Health  Insurance  — This  term  insurance  has 
a minimum  limit  of  $50,000;  no  upper  limits  are  set. 
The  policy  is  guaranteed  renewable/noncancelable; 
rates  and  renewability  are  guaranteed.  A special 
premium  discount  is  available  to  nonsmokers.  Cover- 
age is  provided  to  spouses  with  a 5-year  rate  "set 
back"  for  female  applicants.  Benefits  are  not  reduced 
with  age.  Coverage  is  renewable  to  age  75  with  full 
conversion  possible  without  evidence  of  insurability  for 
those  under  age  65.  Waiver  of  premium  is  included 
automatically.  Dividends  are  now  being  paid  under  this 
product  commencing  April  1,  1988.  The  new  dividend 
scale  provides  a 10%  dividend  on  each  policy  anniver- 
sary for  those  insured  members  under  the  age  of  46. 

For  those  insured  members  age  46  and  above,  divi- 
dends are  currently  being  credited  at  a rate  of  20%. 

Any  IMS  member  under  age  65  may  apply  — as  well  as 
spouses  and  dependent  children  age  19  and  under  (or 
25  and  under  if  full  time  student). 


Lincoln  Benefit  Life  — This  insured  retire- 
ment annuity  contract  is  provided  for  IMS  members, 
their  employees  and  families.  It  has  competitive  interest 
rates,  tax  advantages  and  income  options,  plus  safety. 
Payment  is  possible  either  in  a single  amount  or  in 
periodic  contributions.  The  minimum  annual  contribu- 
tion in  the  first  year  is  $5,000.  The  program  is  called 
"Futurist  III";  it  requires  no  medical  underwriting  and 
carries  no  policy  fees,  front-end  sales  charge  or 
management  fee.  It  is  available  to  interested  member 
physicians  through  Coordinated  Financial  Services. 


SPECIAL  COVERAGE  PROGRAMS 

Insurance  Company  of  North 

America  — An  insurance  program  furnishing 
high  benefit  limits  for  accidental  death  and  dismember- 
ment may  be  obtained  by  IMS  members  through  the 
Insurance  Company  of  North  America.  The  coverage 
program  is  administered  by  The  Prouty  Company. 
Coverage  limits  range  from  $25,000  to  $250,000. 
Special  permanent  and  total  disability  features  are 
available  including  loss  of  sight.  Coverage  is  available 
with  no  medical  underwriting  and  is  renewable  to  age 
70.  IMS  members  under  age  65  may  apply. 


Prime  Financial  Benefit  Trust  — This 

special  program  was  authorized  in  1988  by  the  Iowa 
Medical  Society  with  creation  of  a special  trust. 
Features  include  tax  deductible  contributions  over  and 
above  retirement  plan  funding;  pre-retirement  distribu- 
tion without  tax  penalty;  tax  deferred  growth  on  assets; 
malpractice  tail  funding;  death  benefits  up  to  10  times 


annual  salary;  severance  up  to  2 times  annual  salary. 
Contact  IMS  SERVICES  for  information. 

WORKERS'  COMPENSATION 
INSURANCE 

This  long-standing  program  enables  member  physicians 
to  obtain  the  Workers'  Compensation  coverage  which 
is  required  by  law.  It  provides  benefits  for  work-related 
injuries.  In  existence  for  more  than  10  years,  the  pro- 
gram has  a competitive  rating  structure,  plus  it  has  paid 
annual  dividends  to  the  participants.  The  program  is 
provided  through  the  Dodson  Insurance  Group.  Infor- 
mation is  available  from  IMS  SERVICES  or  Mr.  Ken 
Coulter,  Dodson  representative,  205  Eighth  Avenue 
South,  Clear  Lake,  Iowa  50428  (51 5/357-6739). 


FINANCIAL/RETIREMENT 
PENSION  PLANNING 

Counsel  and  assistance  in  each  of  these  interrelated 
areas  is  available  to  member  physicians  through  the 
Iowa  Medical  Society.  For  several  years  special 
seminars  in  financial  and  retirement  planning  have 
been  presented  for  interested  IMS-member  physicians. 
These  programs  have  been  offered  in  collaboration 
with  Coordinated  Financial  Services.  Individual  physi- 
cians, as  well  as  offices  and  clinics,  may  avail 
themselves  of  personal  planning  through  Coordinated 
Financial  Services.  Assistance  is  furnished  on  request  in 
the  development  and  administration  of  plans  intended 
to  achieve  sound  and  beneficial  financial  goals. 


COMPUTER  ASSISTANCE  PROGRAM 

Will  a computer  make  your  practice  more  productive? 
Help  in  deciding  is  available  from  the  Iowa  Medical 
Society  Computer  Assistance  Program.  This  3-phase 
program  includes  educational  seminars,  individual 
consultation  and  feasibility  analysis,  and  system 
availability.  The  program  provides  endorsement  of  the 
AMOS  software  as  developed  by  Medical  Computer 
Management,  Inc.  Approximately  30  medical  offices/ 
clinics  have  installed  the  AMOS  program  with  related 
hardware.  Information  is  available  from  IMS  SERVICES. 


PRACTICE  MANAGEMENT 
CONSULTATION 

Greater  productivity!  Increased  efficiency!  Quality 
enhancement!  Overhead  containment!  Strengthened 
risk  management!  Increasingly,  Iowa  physicians  are 
addressing  these  topics.  Outside  consultation  is 
available  through  this  program,  which  is  offered  in 
collaboration  with  Abbey  & Abbey,  Consultants,  Inc. 
Information  on  this  program  may  be  obtained  by 
contacting  Abbey  & Abbey  or  IMS  SERVICES. 

GOLD  MASTERCARD  PROGRAM 

Nearly  500  IMS-member  physicians  are  using  Gold 
MasterCards  acquired  under  this  program,  which  began 
in  1985.  No  card  fee  is  charged  in  the  first  year; 
attractive  high  credit  limits  are  available  to  cardholders. 
The  program  is  offered  through  Trans  National  Financial 
Services.  Information  may  be  requested  from  IMS 
SERVICES. 

DEBT  COLLECTION  SERVICE 

Sponsored  by  medical  associations  in  many  states,  I.C. 
System  is  endorsed  by  the  Iowa  Medical  Society  to 
perform  debt  collection  services  for  offices  and  clinics 
of  member  physicians.  Nearly  200  Iowa  physician 
offices  and  clinics  use  this  program,  which  has 
collected  nearly  $3  million  in  outstanding  debts. 
Detailed  information  about  the  program  is  available 
from  IMS  SERVICES. 

AUTOMOBILE  INSURANCE 

This  personal  automobile  insurance  is  available  to 
member  physicians,  their  families  and  their  employees. 
Various  deductibles  and  coverage  options  are  provided. 
Competitive  premiums  exist  under  this  IMS-sponsored 
program,  which  is  underwritten  by  the  BLC  Insurance 
Company  and  administered  by  The  Prouty  Company. 

All  IMS  members  with  valid  driver's  licenses  may  apply. 


AUTOMOBILE  RENTAL  DISCOUNTS 

A car  rental  discount  program  is  available  to  IMS-mem- 
ber physicians  through  Avis.  IMS/Avis  identification 
cards  have  been  distributed  to  all  member  physicians. 
Duplicate  cards  may  be  obtained  from  the  office  of 
IMS  SERVICES. 

TRAVEL  PROGRAMS 

Each  year  the  Iowa  Medical  Society  selects  several 
outstanding  travel  opportunities  provided  by  INTRAV,  a 
highly  respected  travel  organization,  and  offers  these 
trips  to  interested  member  physicians.  Information  on 
this  ongoing  program  and  specific  "travel  adventures" 
may  be  obtained  by  contacting  the  Iowa  Medical 
Society. 

PRINTING  SERVICES 

Medical  offices  require  forms,  stationery,  envelopes, 
prescription  pads  and  a variety  of  printed  items.  The 
Iowa  Medical  Society  Print  Shop  is  actively  providing 
such  materials  to  interested  offices  and  clinics  on  an 
extremely  cost-effective  basis.  Physicians  interested  in 
this  assistance  may  contact  the  Iowa  Medical  Society 
Print  Shop. 


INFORMATION/ APPLICATION 
SOURCES 


As  noted  in  each  section,  detailed  information  on  the 
Iowa  Medical  Society-sponsored  programs  is  available 
from  several  sources.  These  contact  points  are  either 
companies  directly  part  of  the  IMS  or  are  ones  with 
which  the  IMS  has  had  a long  and  good  relationship. 
Please  refer  to  the  listing  below  for  addresses/telephone 
numbers  for  sources  of  complete  information  on  the 
IMS-sponsored  programs: 

IOWA  MEDICAL  SOCIETY  — 1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265;  telephone  — 
515/223-1401  or  800/747-3070  (Instate  WATS) 


IMS  SERVICES  — 1231  Eighth  Street,  Suite  232, 
West  Des  Moines,  Iowa  50265;  telephone  — 515/223-2816  or 
800/642-6054  (Instate  WATS) 

THE  PROUTY  COMPANY  — 309  Court  Avenue, 
Suite  510,  Des  Moines,  Iowa  50309;  telephone  — 
515/246-1712  or  800/532-1105  (Instate  WATS) 

ABBEY  & ABBEY,  CONSULTANTS,  INC.  - 
1200  35th  Street,  Suite  308,  West  Des  Moines,  Iowa  50265; 
telephone  — 515/224-0188  or  800/728-0188  (Instate  WATS) 
COORDINATED  FINANCIAL  SERVICES  — 

1012  Grand  Avenue,  West  Des  Moines,  Iowa  50265; 
telephone  — 515/226-9000  or  800/798-1012  (Instate  WATS) 


As  we  enter  our  fourth  year  of  service, 
The  Iowa  Kidney  Stone  Center  thanks  you 


The  Iowa  Kidney  Stone  Center  in  Des  Moines  has  been  providing  central  lowans 
with  Extracorporeal  Shockwave  Lithotripsy  services  since  June,  1986.  More  than 
1,300  patients  have  been  treated  at  our  state-of-the-art  facility,  the  result  of  a 
successful  joint  venture  between  Iowa  Methodist  Medical  Center,  Mercy  Hospital 
Medical  Center  and  the  urologists  of  Iowa. 

The  treatment  used  at  the  Iowa  Kidney  Stone  Center  is  designed  to  eliminate 
kidney  stones  and  the  discomfort,  inconvenience  and  expense  of  surgery  that 
accompanies  them.  Lithotripsy  uses  electrical  shockwave  therapy  to  shatter  the  stones 
to  a sand-like  consistency,  allowing  the  fragments  to  pass  through  the  urinary  tract. 
Because  lithotripsy  is  safe  and  effective,  it  is  rapidly  becoming  the  most  popular 
choice  for  kidney  stone  patients. 

We  are  here  to  complement  your  practice  by  offering  patients  a convenient, 
technologically  advanced  alternative  to  surgery.  For  further  information,  questions 
or  comments,  please  call  us  collect  at  (515)  283-5571. 

The  Iowa  Kidney  Stone  Center  Urology  Staff 


Ames 

Curtis  Clark,  M.D. 

Leo  Milleman,  M.D. 
Bradley  Thorgaard,  M.D. 

Bloomfield 

Braden  Stevenson,  M.D. 

Des  Moines 

Markham  Anderson,  M.D. 
John  Bardole,  M.D. 

Hugh  Dick,  M.D. 
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city  your  family 
will  just  plain  love. 


The  health  care  leader  for  Central  Nebraska. 


hospital  you’ll 
love  to  work  with. 


A ary  Lanning  Memorial  Hospital  is  simply  the  premiere  medical 
facility  in  greater  Nebraska. 

Mary  Lanning  is  a modern  195-bed  health  center  serving  a 
regional  population  of  100,000.  The  hospital  boasts  a regional  cancer  center 
complete  with  linear  accelerator  and  CT-scanner  as  well  as  mobile  MRl, 
lithotripter  and  cardiac  cath  services. 

Mary  Lanning  also  has  a sleep  disorder  center,  psychiatric  unit  and  a 
variety  of  diagnostic  and  treatment  services. 

You’ll  join  a distinguished  medical  community  that  enjoys  referrals  from 
across  greater  Nebraska.  And  you’ll  be  working  with  a hospital  that  is 
dedicated  to  maintaining  its  position  as  Central  Nebraska’s  health  care 
leader. 


/f  you’ve  never  been  to  Hastings,  Nebraska  (pop,  23,000),  you're  in  for 
a very  pleasant  surprise. 

We  have  two  colleges,  a fully-accredited  natural  history  museum  and 
planetarium,  excellent  schools,  an  art  gallery,  a symphony  orchestra,  a 
community  theatre,  a gorgeous  Y.MCA,  three  golf  courses,  hunting,  fishing, 
boating  and  a host  of  other  activities. 

Your  kids  can  walk  to  school  safely.  You  can  get  to  work  in  about  five 
minutes.  You  can  enjoy  a choice  steak  dinner  for  around  ten  bucks.  You 
can  breathe  clean,  crisp  air.  And  you  can  buy  a beautiful  home  for  tens  of 
thousands  less  than  you  might  imagine. 

Is  this  your  idea  of  quality  life?  If  so,  Hastings  could  be  just  perfect  for 
vou  and  vour  family. 


Mary  Lanning 
Memorial  Hospital 

7IT)  Siirth  .St  -)<»seph  .Avenue,  Hastings.  Nebraska  HK«t)l 


Mary  Lanning  Memorial  Hospital  is  searching  for 
highly-qualified  physicians  in  the  following  areas: 


If  you  want  to  join  Central  Nebraska's  health  care  leader  in  one  of 
Nebraska’s  most  livable  cities,  forward  your  curriculum  vitae  in  confidence 

to: 


Physician  Recruitment  Committee 
Mary  Lanning  .Memorial  Hospital 
"15  N.  St.  Joseph  Ave. 

Hastings,  Nebraska  68901 
402/463-4521 


• Orthopaedic  Surgery 

• Radiology 

• Neurology 


• Family  Practice 

• Psychiatry 

• Pathology 


• Internal  Medicine 

• OB-GYN 

• .Medical  Oncologist 
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Marion  E.  Alberts,  M.D. 


The  Editor  Comments 


Immunization 


CENTURIES  BEFORE  THE  SCIENTIFIC  basis  of 
immunological  mechanisms  was 
learned,  Jenner  used  the  term  “virus"  to  de- 
scribe the  cause  of  smallpox.  Jenner's  conno- 
tation of  virus  was  that  of  a noxious  agent. 
Not  until  the  early  part  of  this  century  was 
the  term  used  to  denote  a group  of  microbial 
agents  known  to  cause  infections.  It  was  rec- 
ognized early  that  a mild  attack  of  a disease 
gave  rise  to  immunity.  Early  pioneers  in  dis- 
ease prevention  deliberately  exposed  indi- 
viduals to  a virulant  disease  to  prove  immu- 
nity could  be  established.  The  ancient 
Chinese  practiced  "variolation"  wherein 
dried  powder  of  smallpox  crusts  were  in- 
haled through  the  nose. 

The  story  of  the  development  of  small- 
pox vaccine  goes  back  to  the  epoch  experi- 
ment of  Edward  Jenner.  His  1796  case  his- 
tory of  inoculation  of  cowpox  from  the 
dairymaid  Sarah  Neames  to  the  healthy  8- 
year-old  James  Phipps  is  a classic  of  medical 
history.  Inoculation  of  James  Phipps  and 
subsequent  contact  with  a patient  with 
smallpox  resulting  in  no  disease  culminated 
the  success  of  vaccination. 

However,  the  battle  for  acceptance  of 
the  procedure  was  far  from  complete,  for 
there  were  complications.  Even  with  modifi- 
cation of  the  technique  and  better  controls 
over  the  vaccine,  there  remained  some  risk 
to  smallpox  vaccination.  Vaccinia  remained  a 
problem  even  until  the  cessation  of  smallpox 
vaccination  worldwide  in  the  middle  of  this 
century.  The  success  in  the  world-wide  ban- 
ishment of  smallpox  attests  to  the  value  of 
disease  prevention  by  immunization. 

Subsequent  to  the  success  with  smallpox 
vaccination  there  has  been  a succession  of 
immunization  agents  to  prevent  diseases  of 


varied  nature.  Diphtheria,  tetanus,  pertussis, 
poliomyelitis,  measles,  rubella  and  varicella 
have  bowed  to  successful  use  of  vaccines. 
Other  vaccine  agents  such  as  for  influenza, 
pneumococcus  and  rabies  have  joined  the 
armamentarium  for  preventive  medicine  in 
recent  years. 

The  battle  is  continuous  to  irradicate  in- 
fectious diseases  from  our  midst.  Great 
strides  have  been  taken  in  the  more  cultured 
nations,  but  the  scourge  of  disease  persists 
in  the  more  destitute  nations.  Even  in  the 
United  States,  with  our  techniques  and  pro- 
grams of  immunization,  recurrences  persist. 
Our  knowledge  of  vaccines  is  incomplete. 

For  example,  measles  appears  to  be  more 
prevalent  in  some  areas  of  our  country  in  re- 
cent years.  Do  the  vaccines  need  modifica- 
tion? Is  the  timing  of  administration  wrong? 
Are  many  people  not  receiving  proper  im- 
munization? When  are  "booster"  injections 
necessary?  These  are  some  of  the  many 
questions  for  which  answers  are  forthcom- 
ing. 

Many  of  the  older  population  have  no 
immunity  to  diseases  such  as  measles  and 
varicella.  Some  segments  of  the  U.S.  have 
not  had  the  advantages  of  mass  immuniza- 
tion programs.  Epidemics  still  can  occur.  Im- 
munization is  a proven  procedure  that  must 
be  made  available  to  all.  It  remains  the  mis- 
sion of  the  medical  profession  not  only  to 
cure  disease  but  to  participate  actively  in 
measures  to  prevent  disease.  The  battle  is 
not  over  until  we  can  emulate  the  success  in 
eradication  of  smallpox  with  other  infectious 
diseases.  Continuing  vigilance  and  efforts 
will  prove  that  children  and  adults  need  not 
suffer  the  discomforts  or  even  death  from 
contagious  infectious  diseases.  — M.E.A. 
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Richard  M.  Caplan^  M.D 


CME  Notebook 


OWH  and  Junk  Mail 


You  ALREADY  KNOW  WHAT  junk  mail  is, 
but  perhaps  you  need  me  to  tell  you 
that  OWH  stands  for  Oliver  Wendell 
Holmes,  America's  great  physician-teacher- 
poet  of  the  last  century.  Unsolicited  advertis- 
ing mail  is  one  of  the  minor  plagues  of  mod- 
ern commercial  life,  brought  to  us  by  cour- 
tesy of  computerized  mailing  lists  and 
taxpayer  subsidy  of  bulk  mail.  Some  such 
items  may  prove  useful,  even  desirable  (ad- 
vertising for  CME  naturally  included);  occa- 
sionally, "throwaway"  journals  offer  some- 
thing timely,  although  certainly  less 
trustworthy  than  the  peer-reviewed  journals 
we  receive  by  subscription  or  society  mem- 
bership. 

By  contrast,  OWH  is  certainly  not  a 
plague  of  modern  life.  He  is  a joy  because  of 
his  wit,  wisdom  and  graceful  style.  A few  of 
his  many  poems  are  still  worth  their  weight 
in  gold,  and  The  Autocrat  of  the  Breakfast  Table 
still  gives  us  one  of  our  best  glimpses  of 
American  life  and  manners  130  years  ago  — 
plus  a great  many  chuckles. 

I speak  of  this  because  of  my  opportu- 
nity to  read  some  manuscript  letters  he 
wrote,  now  housed  at  the  splendid  Reynolds 
Historical  Library  at  the  University  of  Ala- 
bama/Birmingham. One  letter  was  a special 
gem,  a sort  that  most  of  us  today  would  not 
bother  to  write  at  all,  let  alone  this  much  by 
hand  about  an  incorrect  bill.  But  OWH  was 
indeed  a writer.  1 so  enjoyed  holding  the 
item  and  reading  it  from  his  own  hand.  As  1 
thought  how  some  problems  continue  una- 


Dr.  Kaplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine 


bated,  1 decided  to  share  his  letter  with  you. 
Another  time  1 may  tell  you  something 
about  his  famous  relation  to  childbed  fever 
and  to  Sherlock  Holmes. 

Boston  April  4,  1871 

Editors  of  "The  Capital" 

Gentlemen, 

This  bill  was  sent  me  doubtless  through  in- 
advertence as  1 never  subscribed  for  the  pa- 
per. 

1 have  received  it  for  a number  of  months, 
but  as  various  papers  are  sent  me  by  their 
editors  and  publishers,  1 took  it  for  granted 
that  "The  Capital"  came  in  the  same  way.  I 
never  order  a paper  discontinued,  if  it  is 
sent  without  my  request,  unless  I am  dis- 
tinctly notified  that  this  is  expected.  I had  a 
bill  sent  me  a few  months  ago  for  another 
paper  which  I had  been  receiving.  I told  the 
Editors  that  [unreadable]  was  not  subscrip- 
tion, and  heard  nothing  more  from  them. 

The  truth  is  I pay  for  and  receive  marked 
(sic)  more  papers  and  periodicals  than  I can 
possibly  read,  and  am  much  more  likely  to 
cut  down  my  present  list  than  to  increase  it. 
But  1 have  no  question  that  this  bill  is  an  ac- 
cident, and  that  1 have  to  thank  you,  as  I do 
with  much  pleasure  for  the  occasional 
glimpses  at  Washington  life  which  1 have 
caught  as  1 scan  my  eye  over  the  papers  you 
have  kindly  sent  me,  and  which  you  must 
not  tax  yourselves  with  sending  me  any 
longer. 

Yours  very  truly 
O.  W.  Holmes 
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MOST  OF  THE  ilEOPLE  IN  THIS 
BUILDING  mVE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMP  AC  helps  make  sure  that  our  views  are  heard! 

IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non -physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  allects  our 
patients  and  our  prolession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  ' West  Des  Moines.  Iowa  Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee.  1001  Grand  Avenue,  West  Des  Moines,  lA  50265,  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
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DIAGNOSIS. 


Just  months  ago,  physicians’  rights  to  due 
process  were  jeopardized  when  Medicare  carriers 
issued  thousands  of  refund  notices  for  “medically 
unnecessary”  services.  Refund  notices  were  being 
sent  to  patients  and  physicians  without  adequate 
claims  investigation  and  without  information  to 
wage  an  appeal.  Left  unchecked,  this  process  threat- 
ens to  severely  undermine  the  basic  trust  between 
physician  and  patient. 

Things  are  different  now. . .thanks  to  the  AMA. 
Our  committed  work  with  the  Health  Care 
Financing  Administration  (HCEA)  to  solve  this 
problem  has  paid  off.  Because  of  the  AMA’s 
determination  to  protect  the  rights  of  physicians 
and  patients,  HCFA  has  issued  new  instructions 
to  Medicare  carriers.  Carriers  are  now  required 


to  contact  physicians  directly  for  additional  infor- 
mation before  any  claim  is  denied  or  any  patient 
notices  are  released. 

But  there’s  more  work  to  be  done.  During  the 
next  few  months,  HCFA,  working  with  the  AMA, 
will  develop  an  educational  program  for  improv- 
ing physician  understanding  of  the  whole  process. 
We  must  continue  to  look  out  for  your  patients 
and  for  your  rights,  too.  But  we  can’t  do  it  without 
your  help. 

Our  members  make  a difference. 

If  you  ’re  already  a member,  we  need  your 
continued  support.  If  you  're  not, 

JOIN  TODAY. 

Call  1-800- AMA-1452 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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Practice  Management 


Good  Records  Yield  Benefits 


INCREASINGLY  COMPLEX  COMPLIANCE  ISSUES  are 
a fact  of  life.  Good  records  are  important 
in  dealing  with  these  issues.  Reliable  record- 
keeping takes  minimal  effort  and  yields  sig- 
nificant benefits. 

Records  fall  into  2 categories:  business  and 
individual.  This  month's  analysis  concerns  in- 
dividual records. 

Personal  Records 

Since  the  information  on  your  birth  cer- 
tificate will  be  needed  often,  it's  important  to 
keep  it  in  a safe  place.  Death  certificates  also 
need  to  be  filed  carefully.  Other  documents 
which  should  be  retained  include  marriage 
certificates,  divorce  and  adoption  papers,  mil- 
itary service  papers,  citizenship  records  or 
other  documents  that  are  court  or  government 
recorded. 

Consumer  Records 

Consumer  records  are  documentation  for 
product  purchases.  Payments  for  services 
should  be  carefully  documented  and  recorded 
as  well. 

To  properly  track  consumer  transactions, 
save  contracts,  receipts  showing  the  date  and 
amount  of  purchases  and  product  and  service 
warranties.  Warranties  should  normally  be 
maintained  until  they  expire.  Retain  loan 
agreements,  purchase  slips  and  billing  state- 
ments until  the  debts  are  paid  off.  Maintain  a 
list  of  credit  card  account  numbers  and  phone 
numbers  in  the  event  the  cards  are  lost  or  sto- 
len. 

An  organized  system  will  remind  you  to 
claim  deductions  and  may  save  tax  dollars. 


Information  for  this  article  was  obtained  from  the  American  Institute 
of  Certified  Public  Accountants  and  submitted  by  Kevin  Prust,  a partner 
with  McGladrey  & Pullen,  Des  Moines. 


Items  such  as  interest  deductions,  unreim- 
bursed business  expenses  and  charitable  con- 
tributions may  require  extensive  support  doc- 
umentation. Incomplete  records  make  it 
difficult  to  answer  Internal  Revenue  Service 
inquiries. 

Categorizing  Records 

Most  records  are  temporary  or  perma- 
nent. Temporary  records  are  primarily  those 
needed  to  support  income  and  expenses  and 
should  be  kept  for  6 years.  Permanent  records 
are  needed  to  support  the  cost  of  assets  ac- 
quired and  investments  made.  They  should  be 
kept  for  life  or  until  3 years  after  the  due  date 
for  the  tax  returns  that  include  the  income  or 
loss  on  such  assets  as  investments  when  dis- 
posed of  or  sold. 

Once  you've  organized  your  files,  don't 
fall  into  the  trap  of  saving  unnecessary  doc- 
uments. Clean  out  your  files  periodically.  Items 
such  as  accident  reports  and  service  contracts 
need  to  be  kept  for  6 years. 

On  a more  permanent  basis,  consumers 
should  retain  brokerage  and  fund  transac- 
tions, stock  option  agreements,  insurance  pol- 
icies, certificates  of  deposit,  custody  agree- 
ments and  divorce  decrees.  House  records 
(deed,  title,  insurance  policy,  receipts,  can- 
celed checks  for  capital  improvements  and 
documents  pertaining  to  the  purchase  and  sale 
of  a house)  need  to  be  saved.  Also  in  the  per- 
manent category  are  your  power  of  attorney, 
retirement  and  trust  agreements  and  your  will. 

Photos  or  a videotape  of  your  valuables 
can  serve  as  records  that  are  helpful  in  the  case 
of  robbery  or  fire.  Include  a list  of  your  finan- 
cial assets  and  advisors. 

This  brief  analysis  offers  only  guidelines. 
Specific  questions  should  be  addressed  to  your 
tax  or  business  advisor. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of  ...and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines  Sioux  City 


Iowa  Department  of  Public  Health 


Consumer  Safe  Products 


Reducing  consumer  injuries  and  death 
from  products  used  in  and  around  the 
home,  schools  and  in  recreational  activities  is 
a major  health  and  safety  objective  facing  our 
nation.  Each  year  consumer  products  are  in- 
volved in  about  28,000  deaths  and  32  million 
injuries,  costing  approximately  $10  billion  in 
emergency  room  treatment  alone. 

Home  accidents  affect  consumers  of  all 
ages  but  the  young  and  the  aged  are  most 
vulnerable.  Accidents  are  the  leading  killer  of 
children;  more  children  die  from  preventable 
injuries  each  year  than  from  all  childhood  dis- 
eases combined.  In  1987,  accidents  killed  nearly 
8,000  children  age  14  and  younger;  50,000  chil- 
dren were  permanently  disabled.  The  Surgeon 
General  declared  “If  a disease  were  killing  our 
children  in  the  proportions  accidents  are,  peo- 
ple would  be  outraged  and  demand  that  this 
killer  be  stopped." 

Older  Americans  are  also  home  accident 
victims.  More  than  600,000  older  persons  (age 
65  and  older)  are  treated  each  year  in  emer- 
gency rooms  for  injuries  associated  with  con- 
sumer products.  The  accident  death  rate  among 
persons  age  65  and  over  is  over  3 times  the 
rate  for  the  rest  of  the  population. 

A variety  of  strategies  must  be  imple- 
mented to  reduce  consumer  product  acci- 
dents. Key  among  these  is  strengthening  the 
role  of  the  medical  community,  state  and  local 
health  agencies  and  the  federal  Consumer 
Product  Safety  Commission  (CPSC)  and  the 
Centers  for  Disease  Control  in  protecting  con- 
sumers. 

In  addition  to  strong  federal  and  state 
leadership  on  safety  issues,  effective  strategies 
to  reduce  deaths  and  injuries  from  consumer 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


products  must  be  implemented.  Safety  stand- 
ards, both  voluntary  and  mandatory,  should 
be  developed.  Compliance  with  these  stand- 
ards must  be  monitored  to  assure  their  effec- 
tiveness. 

Consumer  education  is  another  important 
component  in  an  environment  where  new 
product  technologies  and  first-time  product 
users  abound.  Finally,  the  use  of  safety  equip- 
ment, devices,  warnings,  instructions  and 
other  measures  to  prevent  consumer  product 
accidents  should  be  promoted. 

Incorporating  these  strategies  into  health 
and  safety  policy  is  a shared  responsibility. 
The  federal  agencies  must  clearly  undertake 
measures  to  protect  the  public.  In  cases  where 
these  agencies  fail  to  do  so.  Congress  and  state 
governments  may  need  to  provide  leadership. 
Non-govemment  entities  such  as  building  code 
organizations,  insurance  companies,  manu- 
facturers, retailers  and  consumer  and  health 
groups  also  can  play  important  roles  in  en- 
hancing consumer  product  safety. 

1990  Priority  Projects 

In  fiscal  year  1990,  the  Commission  has 
selected  4 priority  projects: 

Child  Drowning  — According  to  a recent 
study  conducted  by  the  CPSC,  416  people 
drowned  in  backyard  swimming  pools  in  1986. 
Of  these,  236  were  under  age  5.  Another  3,000 
children  under  5 were  treated  in  hospital 
emergency  rooms  for  submersion  accidents. 
The  Iowa  Department  of  Public  Health  (IDPH) 
is  developing  a new  public  information  pro- 
gram on  swimming  safety  in  response  to  re- 
cently enacted  legislation  requiring  more  strin- 
gent requirements  for  public  swimming  pools. 

Identifying  and  issuing  recall  or  correction  of 
potentially  hazardous  products  — The  CPSC  has 
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authority  to  remove  hazardous  products  from 
the  marketplace  under  “Section  15“  of  the 
Consumer  Product  Safety  Act  (CPSA)  and  Sec- 
tion 15  of  the  Federal  Hazardous  Substance 
Act.  Section  15  of  the  CPSA  requires  manu- 
facturers, distributors  and  retailers  to  report 
potentially  hazardous  products  to  the  CPSC. 
Since  1973,  the  CPSC  (using  Section  15)  has 
initiated  over  1,500  recalls  or  other  corrective 
actions  involving  over  220  million  products. 

Playground  Equipment  — In  1987,  an  esti- 
mated 185,000  playground  equipment-related 
injuries  to  children  under  age  15  were  treated 
in  hospital  emergency  rooms.  Approximately 
5,500  of  these  injuries  required  hospitaliza- 
tion. Each  year,  from  1980  through  1987,  there 
was  an  average  of  13  deaths  on  playground 
equipment.  Analysis  of  accidents  revealed 
deaths  and  incapacitating  injuries  (e.g.,  frac- 
tures, sprains,  internal  injuries,  concussions) 
resulted  from  falls,  hanging,  head  entrap- 
ment, being  struck  by  moving  equipment  and 
contact  with  protrusions,  pinch  points  and 
sharp  points.  More  than  40%  of  the  injuries  in 
1987  involved  toddlers  and  preschool  chil- 
dren. 

The  Consumer  Federation  of  America  and 
Nationwide  Insurance  Company  support  de- 
velopment of  standards  for  playground  equip- 
ment intended  for  children  under  age  5.  Ex- 
isting public  playground  guidelines  and 
voluntary  standards  for  home  playground 
equipment  need  to  be  strengthened.  All  of 
these  standards  need  to  take  into  account  the 
use  of  different  types  of  materials.  For  exam- 
ple, wood  preservatives  containing  carcino- 
genic substances  should  be  restricted. 

Cigarette  Lighters  — In  1986,  210  con- 
sumers died  as  a result  of  cigarette  lighter  fires: 
170  of  these  deaths  are  attributed  to  fires  started 
by  children  playing  with  lighters.  These  fires 
produced  an  average  of  750  injuries  per  year. 
The  annual  cost  of  child  play  lighter  fires  is 
estimated  at  $300  to  $375  million,  or  75  cents 
per  lighter  sold.  Cigarette  lighters  are  partic- 
ularly attractive  to  young  children. 

Children  as  young  as  2 years  old  can  use 
lighters  to  start  fires.  Parents  and  other  care 
providers  are  often  unaware  children  are  able 
to  do  this. 

The  success  of  the  poison  prevention 
packaging  act  shows  that  making  products 
child  resistant  can  substantially  reduce  the 
number  of  children  killed  or  injured.  The  Con- 


sumer Federation  of  America  and  Nationwide 
Insurance  Company  urges  the  CPSC  to  require 
that  all  disposable  cigarette  lighters  be  child 
resistant. 

On-Site  Investigations  by  IDPH 

The  Iowa  Department  of  PubUc  Health  has 
established  a compliance  contract  with  the 
Consumer  Product  Safety  Commission  to  con- 
duct on-site  investigations  of  possible  sub- 
stantial product  hazards.  IDPH  will  also  check 
recall  effectiveness  at  all  levels  of  the  distri- 
bution chain.  And,  IDPH  will  take  part  in  test- 
ing of  toys,  rattles  and  pacifiers  for  small  parts, 
sharp  points  and  edges  in  accordance  with  all 
laws  and  rules  of  the  Commission. 

To  request  information  or  to  report  a 
product-related  injury  or  hazardous  product, 
call  the  U.S.  Consumer  Product  Safety  Com- 
mission's toll-free  hotline  from  anywhere  in 
the  continental  U.S.  by  dialing  1-800-638-2772. 
Operators  are  on  duty  Monday  through  Friday 
from  7:30  a.m.  to  4:00  p.m.  A teletypewriter 
for  the  hearing  impaired  is  available  on  a spe- 
cial hotline  number:  1-800-638-8270. 

Iowa  Certified  Ophthalmic 
Dispensers 

In  accordance  with  Iowa  Code  section 
153.  A. 7,  it  is  the  responsibility  of  the  IDPH  to 
send  a list  containing  the  names  and  addresses 
of  each  certified  ophthalmic  dispenser  to  each 
physician  and  surgeon,  osteopathic  physician 
and  surgeon  and  optometrist  licensed  to  prac- 
tice in  Iowa. 

Michael  E.  Barber,  #2 
1644  7th  Avenue  S. 

Clinton  lA  52732 

Charles  S.  Hoops,  #6 
974  73rd  Street,  Suite  32 
Des  Moines  lA  50312 

Henry  D.  Stromenger,  #5 

1921  Elm  Circle 

West  Des  Moines  lA  50265 

Kenneth  E.  Tatro,  #9 
1457  N.E.  96th 
Altoona  lA  50009 

David  P.  Uhde,  #13 
1442  North  Virginia 
Mason  City  lA  50401 
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Worth  a Look!  New  From 
IOWA  MEDICAL  SOCIETY 


Reduce  Your 
Taxes 

and  Strengthen 
Your  Security  with 

The 

Prime  Financial 
Benefit  Trust 


Greater  Security 
Reduced  Taxes 
Effective  Financial 
Planning 

□ Tax  deductible  contributions 

□ Flexible  funding  to  suit  your  cash  flow 
needs 

□ Assets  secured  from  creditors  in  most 
cases.  Product  backed  by  A+  Superior 
rated  insurance  company 

□ Taxes  deferred  on  assets  held  by  the 
insurance  company 


TO 


□ Compatible  with  existing  retirement 
plans,  IRAs  and  Keogh  Plans 

□ Low  set-up  and  maintenance  costs 

□ You  may  terminate  the  plan  at  any  time 

□ No  tax  penalty  for  early  withdrawal 


For  information,  call 
David  Black 
Benefit  Consultant 
The  Prouty  Company 
800/798-1012  or  515/226-9000 
or 

IMS  SERVICES 

800/642-6054  or  515/223-2816 


THE 

IOWA  MEDICAL  SOCIETY 
ENDORSED  INSURED 
ANNUITY  CONTRACT 


• For  groups/individuals/family/employees  of  Iowa  physicians 

• $5000  minimum  (except  for  IRA  — $2000) 

• Competitive  quarterly  interest: 

1st  $25,000  8.5% 

2nd  $25,000  9.0% 

over  $50,000  9.5% 

• No  load:  no  management,  policy  or  administrative  fee 

• No  current  taxation  on  accumulated  interest 

• Flexibility  of  contributions:  $25  minimum 

• 10%  annual  withdrawal 

• No  medical  underwriting  — issue  to  99 

• 7 year  disappearing  surrender  charge 

• Guaranteed  principal  and  interest 


Medical  News/Products  and  Programs 


SIEMENS  RECONFIGURES  POPULAR 
MOBILETT  X-RAY  UNIT  — Siemens  Medical 
Systems,  Inc.  has  redesigned  the  popular 
Mobilett  x-ray  unit  for  overhead  use  in  trauma, 
emergency  and  intensive  care  units.  The  new 
configuration,  called  Mobilett  XT,  packages  a 
powerful  high-frequency  x-ray  generator  and 
tube  in  a ceiling-suspended  housing,  allowing 
the  system  to  move  easily  along  an  overhead 
track  system  from  one  examination  bay  to  an- 
other. The  ceiling-mount  approach  was  de- 
veloped as  an  alternative  design  for  applica- 
tions where  floor  space  is  severely  limited.  The 
Mobilett  XT  incorporates  an  8.5  foot  (2.6  me- 
ter) articulated  arm  for  easy  access  to  the  pa- 
tient and  has  been  found  to  obtain  projections 
faster  than  with  conventional  floor-based  units. 
A hand-held  remote  controls  all  system  move- 
ment and  technical  settings,  exposure  release 
and  collimator  lamp  on/off.  All  cables  are  con- 
cealed within  the  arm  to  maintain  an  aseptic 
environment.  Additional  information  on  the 
Mobilett  XT  is  available  from  Siemens  Medical 
Systems,  Inc.,  Roentgen  Systems  Division,  186 
Wood  Avenue  South,  Iselin,  New  Jersey  08830. 

WAMPOLE  LABORATORIES,  A DIVISION 
OF  CARTER-WALLACE  INC.  HAS  AN- 
NOUNCED THE  AVAILABILITY  OF  THE 
FOLLOWING  — 1)  Newly  improved  latex  slide 
test  for  rapid  detection  of  Group  B streptococcus 
antigen  in  cervical  and  vaginal  swabs;  2)  Lyme  (B. 
burgdorferi)  ELISA  test  systems;  3)  Hormone  re- 
ceptor assay  (estrogen  and  progesteron)  to  aid  breast 
cancer  management;  4)  The  Bactigen®  Meningitis 
product  line  which  offers  a simple  and  rapid  pro- 
cedure for  the  detection  of  H.  influenzae  type  b,  N. 
meningitidis  AIBICIYIW135,  S.  pneumoniae  and 
Group  B Streptococcus  antigens  directly  from  blood 
culture  fluid;  5)  New  Mouse  Kidney  antinuclear 
antibody  test  system. 

Mouse  Kidney  sections  are  preferred  by  some 
laboratories  for  their  ability  to  simutaneously  de- 
termine the  levels  of  nuclear  (ANA),  mitochondrial 
(AMIA)  and  smooth  muscle  antibodies  (ASMA).  The 
Mouse  Kidney  sections  possess  structures  such  as 


proximal  and  distal  tubules  and  arteries  containing 
antigen  sites  that  will  permit  specific  autoimmune 
antibodies  such  as  ANA,  AMA,  or  ASMA  to  bind 
these  sites.  For  example,  mitochondrial  antibodies 
in  patients  sera  will  bind  to  the  mitochondrial  an- 
tigens localized  in  the  distal  tubular  epithelium. 

LIQUID  BARIUM  INTRODUCED  IN  UNIT- 
DOSE  DISPENSING  BAG  — Houston 
Biomedical,  Inc.  and  Smith  & Nephew  Diag- 
nostics, a leading  producer  of  x-ray  contrast 
media,  have  announced  the  introduction  of 
Quick  C.  Quick  C is  a high  performance  con- 
centrated suspension  of  liquid  barium  sul- 
phate. It  is  specifically  formulated  to  provide 
reliable,  totally  reproducible  coating  of  the  co- 
lon for  double  contract  studies  of  the  large 
bowel.  Quick  C is  provided  in  a patented  unit- 
dose  laminated  bag  that  will  not  tear  or  leak 
and  is  the  only  reliable  liquid  in  a bag  dis- 
pensing system  available.  The  Quick  C pack- 
age contains  everything  required  for  dispen- 
sing the  product  — the  unit-dose  barium  in  a 
bag,  infusion  set  and  enema  tip,  a bag  for  dis- 
posal of  accessories  and  towelette  unit.  Prep- 
aration is  fast  and  simple.  Place  the  bag  con- 
taining the  concentrated  barium  on  a flat 
surface,  unscrew  the  top,  add  the  desired 
amount  of  water  for  the  ideal  w/v  and  gently 
massage.  The  concentrated  liquid  Quick  C 
readily  adapts  to  different  rates  of  dilution  to 
meet  the  radiologist's  requirements.  For  com- 
plete information  and  descriptive  literature, 
contact  Houston  Biomedical,  1440  Lake  Front 
Circle  Drive,  Suite  180,  The  Woodlands,  Texas 
77380,  713/363-0300  or  toll-free  1-800/662-1777. 

PASSY-MUIR  TRACHEOSTOMY  SPEAKING 
VALVE  A VAILABLE  FOR  IN-LINE  USE  — The 
valve  offers  ventilator  dependent  patients  the  op- 
portunity to  speak  without  having  to  wait  for  the 
ventilator  to  cycle,  allowing  patients  to  speak  dur- 
ing inspiration  and  expiration  without  interrup- 
tion. An  additional  benefit  of  the  valve  is  redirection 
of  airflow  in  the  oral  and  nasal  chambers  to  evap- 
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Hyperbaric 
Oxygen  Therapy 


Mercy  Hospital  Medical  Center 
offers  hyperbaric  oxygen  ( HBO ) 
therapy  that  enables  you  to  treat 
patients  suffering  from  slow-healing 
wounds.  The  therapy  is  oxygen 
applied  under  high  pressure  in  a four- 
foot  by  eight-foot  cylinder  called  a 
hyperbaric  chamber. 

When  pure  oxygen  is  adminis- 
tered at  two  to  three  times  the  nor- 
mal atmospheric  pressure,  the 
amount  of  oxygen  dissolved  in  the 
blood  can  be  increased  as  much  as 
20  times.  The  increased  pressure  ele- 
vates oxygen  concentration  in  and 
near  capillaries  and  helps  force  oxy- 
gen deeper  into  tissues. 

HBO  therapy  is  used  to  treat 
patients  who  suffer  from  carbon  mon- 
oxide poisoning,  smoke  inhalation, 
chronic  osteomyelitis,  gas  gangrene, 
decompression  sickness,  radiation 
necrosis,  and  it  will  enhance  the  recovery  of  slow-healing  wounds. 


t 

I 


Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only.  While 
undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring  physician. 
Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at  the  discretion  of 
the  referring  physician. 


The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist  for  crit- 
ically ill  patients.  If  patients  require  emergency  transport,  Mercy’s  air  ambulance  service  — 
Air  Life  — is  available. 


Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729,  extension 
3290.  We’re  here  to  help. 


i 


r/VIERCY 


HOSPITAL 

MEDICAL 

CENTER 


Sixth  & University  • Des  Moines,  Iowa  50314 


orate  secretions  which  usually  dramatically  reduces 
the  amount  of  suctioning  required.  Call  or  write  for 
a free  video  demonstration  tape:  Passy  & Passy, 
Inc.,  4521  Campus  Drive,  Suite  273,  Irvine, 
California  92715,  714/856-2634  (California)  or 
1-800/634-5397. 


YOCON' 

YOHIMBINE  HCI 


PATIENT  IN  NEED®  PROGRAM  EX- 
PANDED — Since  the  Searle  Patient  In  Need® 
program  was  launched  in  1988,  G.D.  Searle 
and  Company  has  made  widely  used  drugs 
for  the  treatment  of  heart  disease  available  at 
no  charge  to  those  patients  who  could  not  oth- 
erwise afford  them.  Since  then,  more  than 

65.000  indigent  patients  have  redeemed 

200.000  certificates  each  good  for  a month's 
supply  of  medication.  Searle  recently  an- 
nounced it  is  expanding  the  program  by  add- 
ing Cytotec®,  a new  anti-ulcer  medication  used 
by  arthritis  patients.  People  with  arthritis  and 
heart  disease  will  benefit  from  the  program. 
Searle  estimates  physicians  will  distribute  an 
additional  600,000  certificates  this  year.  Phy- 
sicians are  urged  to  assist  in  this  program  to 
provide  medication  to  our  nation's  needy. 
Questions  can  be  answered  by  calling  the  toll- 
free  number,  1-800/542-2526. 


MILLARD  K.  MILLS 
AND  COMPANY 

Offering 

COMPLETE  PRACTICE  SURVEYS 
or 

CONSULTATION  ON 
SPECIFIC  CONCERNS 
for 

GROUPS  OR  INDIVIDUAL  DOCTORS 

****** 

Millard  K.  Mills,  President 
Certified  Professional  Business 
Consultant 
40  years  experience 
Member:  Society  of  Professional 
Business  Consultants 
★ ★★★★★ 

226  Alta  Vista  Avenue 
Waterloo,  lA  50703 
(319)  232-1197 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  {1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ^-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  ’ '3.4  i japiet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

1-800-237-9083 


I want  a 

malpractice  carrier 


that  knows  how  to 


Protective. 
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At  Medical  Protective,  fif>;hting  tor  onr 
doctors  is  onr  nuiriber  one  prioritv.  We  know 
we’re  not  jnst  insuring  yonr  finances.  We’re 
protecting  yonr  professional  reputation,  an 
asset  no  anionnt  of  insurance  can  replace. 

.Vnd  when  we  go  to  battle,  onr  winning 
record  is  nnsnqiassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  onr  inception  we  have 
emploved  only  the  most  experienced  and 
skilled  malpractice  law\ers  in  yonr  area.  We 
will  never  waver  from  tbis  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stabiliW  Wit 
a billion  dollars  in  assets  and  a continnons 
.\.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  indhidnal  case  decisions 
based  on  tbe  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  onr  doctors. 

If  von  would  like  this  kind  of  aggressive 
defense  in  yonr  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  Ceneral  .Agent 
in  vonr  area  todav; 
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Sert'itig  Iowa  Physicians  Since  1920. 


Gerfj  Smeader,  Suite  512,  Merle  Hay  Tower,  5800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50594,  (515)  276-6202 


About  Iowa  Physicians 


Two  physicians  have  joined  the  staff  at  the 
Park  Clinic  in  Mason  City:  Dr.  Rajinder  K. 
Verma,  department  of  neurology  and  Dr.  Brent 
E.  Brunsting,  department  of  family  practice. 
Dr.  Verma  received  the  M.D.  degree  from  Guru 
Nanak  University  Medical  College,  Amritsar, 
India  and  completed  his  residency  at  the  Uni- 
versity of  Kansas  Medical  Center,  Kansas  City, 
Kansas.  Dr.  Brunsting  received  the  M.D.  de- 
gree from  the  U.  of  1.  College  of  Medicine  and 
served  his  residency  at  St.  Joseph  Mercy  Hos- 
pital, Mason  City.  Dr.  Title  S.  Krishnaswamy 
has  joined  the  Swayze  Clinic  in  Muscatine.  Dr. 
Krishnaswamy  received  the  M.D.  degree  from 
Jawaharlal  Institute  of  Postgraduate  Medical 
Education,  Pondicherry,  India  and  served  his 


internal  medicine  and  cardiology  residencies 
in  Newark,  New  Jersey.  Dr.  Richard  Pretorius 
has  begun  medical  practice  at  Pioneer  Medical 
Center,  Rock  Rapids.  Dr.  Pretorius  received 
the  M.D.  degree  from  the  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville,  Vir- 
ginia and  served  his  family  practice  residency 
at  Case  Western  Reserve  University,  Cleve- 
land, Ohio.  Dr.  Garfield  Miller  has  retired 
after  35  years  of  practice  in  Calmar.  Dr.  Miller 
received  the  M.D.  degree  at  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College, 
Winston-Salem,  North  Carolina.  Dr.  Garo  A. 
Chalian  has  retired  after  practicing  medicine 
in  the  Clinton  area  for  28  years.  Dr.  Chalian 
(Continued  next  page) 
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helps  make 
better  medicine 
better  business 


□ Fast,  accurate  results  while  patients  are  still  in  your 
office— saving  time  and  money  for  your  patients 
and  generating  income  for  your  practice. 


HAWKEYE  MEDICAL 
SUPPLY,  INC. 
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received  the  M.D.  degree  from  the  Medical 
School,  American  University  of  Beirut,  Beirut, 
Lebanon  and  completed  a residency  at  Grady 
Memorial  Hospital,  Atlanta,  Georgia.  Dr. 
David  R.  Ulstad  has  joined  the  staff  of  Mason 
City  Clinic.  Dr.  Ulstad  received  the  M.D.  de- 
gree at  the  U.  of  1.  College  of  Medicine  and 
served  his  internal  medicine  residency  at  Iowa 
Methodist  Medical  Center,  Des  Moines.  Dr. 
Albert  Halls  has  joined  Drs.  William  Shelton 
and  Bill  Richardson  at  the  Clarinda  Family 
Practice  Clinic.  Dr.  Halls  received  the  M.D. 
degree  from  Creighton  University  School  of 
Medicine,  Omaha,  Nebraska.  Dr.  Robert 
Corry,  professor  and  chairman  of  the  U.  of  1. 
College  of  Medicine's  deparfmenf  of  surgery, 
was  recently  elected  president  of  the  board  of 
directors  of  the  United  Network  for  Organ 
Sharing.  Dr.  Corry,  director  of  fhe  U.  of  l.'s 
organ  transplant  service,  was  elected  at  the 
organization's  annual  meeting  in  Arlington, 
Virginia.  Dr.  Mark  Mahoney  has  begun  family 
practice  in  Mason  City.  Dr.  Mahoney  received 
the  M.D.  degree  from  fhe  U.  of  I.  College  of 
Medicine  and  completed  his  residency  at  Ma- 
son City  Family  Practice.  He  has  been  an  emer- 
gency room  physician  at  St.  Joseph  Mercy 
Hospital  in  Mason  City  for  2 years.  Dr.  Guy 
H.  Posey,  emergency  physician  af  Sf.  Luke's 
Regional  Medical  Center,  Sioux  Cify,  was  re- 
cently recognized  by  Western  Iowa  Tech  Com- 
munity College  for  his  service  with  the  Emer- 
gency Medical  Services  Community  in  the 
Siouxland  area.  Dr.  Curtis  W.  Rainy  has  re- 
tired after  35  years  of  medical  pracfice  in  Elma. 
Dr.  Rainy  received  the  M.D.  degree  at  Van- 
derbilt University  School  of  Medicine,  Nash- 
ville, Tennessee  and  completed  a residency  af 
St.  Luke's  Hospital  in  Cedar  Rapids. 


Dr.  Jeff  Knerl  and  Dr.  Larry  Hansen  have 
joined  the  Grandview  Medical  Clinic  in  Sioux 
City.  Dr.  Knerl  received  the  M.D.  degree  at 
Creighton  University  School  of  Medicine, 
Omaha,  Nebraska  and  previously  pracficed  in 
Esfherville.  Dr.  Hansen  received  the  M.D.  de- 
gree from  fhe  University  of  Nebraska  College 
of  Medicine,  Omaha,  Nebraska  and  recently 
completed  the  Sioux  City  family  practice  res- 
idency program.  Dr.  James  Brooks  has  begun 
practice  in  Fairfield.  Dr.  Brooks  was  formerly 
clinical  director  of  the  Mental  Health  Institute 
in  Mount  Pleasant  and  also  practiced  privately 
in  Ottumwa.  Dr.  Carla  Schulz  has  joined  Dr. 


Sheila  Sawyer  in  family  pracfice  in  Cedar  Rap- 
ids. Dr.  Schulz  received  the  M.D.  degree  at 
the  U.  of  1.  College  of  Medicine  and  recenfly 
completed  a residency  from  Cedar  Rapids 
Medical  Education  Program.  Dr.  James  A. 
Maroc  has  been  named  vice  president  of  med- 
ical affairs  af  the  Iowa  Foundation  for  Medical 
Care,  West  Des  Moines.  Dr.  Maroc  had  been 
the  director  of  medical  affairs  since  1983.  Dr. 
Jeff  Allyn  has  joined  Drs.  Steven  Sohn  and 
Kurt  Klise  at  the  Heartland  Clinic  in  Perry. 
Dr.  Allyn  received  the  M.D.  degree  from  Tu- 
lane  University  School  of  Medicine,  New  Or- 
leans, Louisiana  and  served  his  residency  at 
Broadlawns  Medical  Center,  Des  Moines.  He 
previously  practiced  in  Vinton. 


Dr.  Sherman  A.  Williams  has  joined  the  prac- 
tice of  Dr.  Garrett  Ridgley  in  Burlington.  Dr. 
Williams  received  the  M.D.  degree  from  fhe 
Universify  of  Pennsylvania  School  of  Medi- 
cine, Philadelphia,  Pennsylvania  and  com- 
pleted his  internship  and  residency  at  U.  of  I. 
Hospitals  and  Clinics.  Dr.  Russ  England  has 
begun  practice  in  Fairfield.  Dr.  England  is  also 
clinical  director  at  the  Mental  Health  Institute 
in  Mount  Pleasant.  Dr.  Richard  C.  Mauer  has 
begun  practice  at  Cedar  Valley  Ophthalmol- 
ogy in  Waterloo.  Dr.  Mauer  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine 
and  served  an  opthalmology  residency  af 
Kresge  Eye  Institute  of  Wayne  State  University 
in  Detroit,  Michigan.  Prior  to  locating  in  Wa- 
terloo, Dr.  Mauer  practiced  at  Southland  Eye 
Clinic  in  Taylor,  Michigan.  Dr.  Bryce  Robison 
has  joined  Drs.  Harry  Robison  and  Carleton 
Helseth  at  Peters  Park  Medical  Clinic  in  Sioux 
City.  Dr.  Bryce  Robison  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine  and 
recently  completed  the  family  pracfice  resi- 
dency program  of  fhe  Siouxland  Medical  Ed- 
ucafion  Foundafion.  Dr.  Kevin  Locke  has 
joined  fhe  sfaff  of  Medical  Associates  of  De- 
corah. Dr.  Locke  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and  com- 
pleted a residency  at  Broadlawns  Medical  Cen- 
ter, Des  Moines.  Two  former  Iowa  physicians 
have  returned  to  Waterloo  to  practice  together: 
Dr.  Stephen  Paulk  and  Dr.  Richard  Waldorf. 
Dr.  Paulk  practiced  in  the  Phoenix,  Arizona 
area  tor  about  6 months  of  this  year,  returning 
to  Covenant  Medical  Center  this  summer.  Dr. 
Waldorf  refired  from  his  Waterloo  pracfice  2 
(Continued  page  506) 
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"HIGH-POWERED 
PROFESSIOHAIS 
HAVE  A TOUGH 
TIME  GETTIHG 
HELP  IH  ORDINARY 
PROGRAMS.  IT 
TAKES  SPECIAL 
PEOPLE  TO  DEAL 
WITH  THEM." 

Independent.  Demanding.  Driven.  All  are  characteristics  of 
success-oriented  professionals.  They're  characteristics  that 
contribute  to  professional  achievement,  but  can  prevent 
effective  treatment  of  chemical  dependency  problems. 

Jhe  McBride  Center  exists  specifically  to  help 
'impaired  professionals  (physicians,  lawyers, 

(executives,  etc.)  deal  with  alcohol,  cocaine 
and  other  drug  dependencies.  Our  highly 
I skilled  specially-trained  people  are 
■(experienced  in  dealing  with  the 
(special  problems  of  the  professional 
including  re-entry  into  their 
practice  or  profession. 

The  McBride  Center  program  offers 
' individualized  treatment  in  a 
■highly  confidential  environment. 

‘Assistance  is  available  on  both 
I an  in-patient  and  out-patient 
i basis  for  patients  and  their 
j!  families.  For  additional 
i information  contact  the 
i McBride  Center. 

I Milwaukee  (414)  258-2600 
Madison  (608)  255-1116 


Roland  E.  Herrington,  M.D. 

Director,  Chemical  Dependency  Division 


MCBRIDE  CENTER 


MILWAUKEE  PSYCHIATRIC  HOSPITAL 


EXPERIENCE  WAKES  AIL  THE  DIFFERENCE 


years  ago,  moved  to  South  Dakota  and  has 
now  rejoined  Covenant  Medical  Center.  Dr. 
Matthew  Whitis  has  joined  the  staff  at  Family 
Medical  Center  in  Oskaloosa.  Dr.  Whitis  re- 
ceived the  M.D.  degree  from  the  U.  of  I.  Col- 
lege of  Medicine  and  completed  his  family 
practice  residency  at  St.  Joseph  Mercy  Hos- 
pital, Mason  City.  Dr.  Alan  Swearingen,  a 
Bettendorf  family  practitioner,  has  been  named 
director  of  medical  affairs  at  St.  Luke's  Hos- 
pital, Davenport.  Dr.  Swearingen  replaces  Dr. 
Robert  J.  Foley  who  has  retired  after  almost 
16  years  of  service  to  the  hospital.  Dr.  Wayne 
Conover  has  joined  the  pediatric  staff  at  Iowa 
Methodist  Medical  Center,  Des  Moines.  Dr. 
Conover  received  the  M.D.  degree  from  Uni- 
versity of  California  — San  Diego  School  of 
Medicine,  La  Jolla,  California.  Prior  to  locating 
in  Des  Moines,  Dr.  Conover  was  director  of 
maternal  and  fetal  medicine  at  the  University 
of  Kentucky  Medical  Center.  Dr.  Randall  Bu- 
tikofer  has  joined  the  staff  at  the  Cresco  Med- 
ical Center.  Dr.  Butikofer  received  the  M.D. 


degree  at  the  U.  of  1.  College  of  Medicine  and 
served  his  family  practice  residency  at  Phoenix 
Baptist  Hospital,  Phoenix,  Arizona. 


Deaths 


Dr.  Conan  J.  Peisen,  86,  Des  Moines,  died 
August  8 at  his  home.  Dr.  Peisen  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  practiced  in  Des  Moines  until  his  retire- 
ment in  1977.  He  was  a life  member  of  the 
Iowa  Medical  Society. 

Dr.  Dianna  Eddy  Van  Orden,  57,  Iowa  City, 
died  August  5 at  U.  of  1.  Hospitals.  Dr.  Van 
Orden  received  the  M.D.  degree  from  North- 
western University  Medical  School,  Chicago, 
Illinois  and  completed  a residency  at  Yale  Med- 
ical Center.  She  was  a full  professor  of  ob- 
stetrics and  gynecology  at  the  U.  of  I.  College 
of  Medicine. 


1H|  ave  you  told  your  patients 
everything? 

Medical  malpractice  is  a rising  concern  facing  every  physi- 
cian. One  aspect  of  malpractice  that  has  been  addressed  is 
the  area  of  informed  consent.  A state  supreme  court  recently 
set  forth  guidelines  of  what  constitutes  informed  consent. 
Highlighting  the  code  is  the  need  for  "procedure-specific  con- 
sent forms."  While  not  a perfect  insurance  against  lawsuits, 
"procedure-specific  consent  forms"  can  help  a physician  more 
adequately  prepare  his/her  patient  for  a procedure. 

The  state's  code  requires  a procedure  be  explained  in 
general  terms  along  with  the  known  risks  and  complications 
possible  plus  the  probability  of  occurence  of  these  risks. 

Med-Surg  Consent  Forms  provide  the  physician  with 
reliable  outlines  for  discussion  and  allow  the  patient  to  ask 
questions  before  the  procedure. 

The  forms  are  in  packets  of  25  for  each  of  54  specific  pro- 
cedures. Packets  are  $25  each. 

Customization  is  available  for  individual  practices. 

For  more  information,  contact: 

Med-Surg  Consent  Forms,  Ltd. 

1188  Sixth  Ave.,  Des  Moines,  Iowa  50314 
1 - (515)  282-5804 
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A PRESCRIPTION 

FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

CAPT  THOMAS  RICE 
402-551-0928 
COLLECT 
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REDUCE  YOUR  LOSS  RATIO 

How  often  has  your  staff  needed  to  locate  a missing  person?  How  often  have  they  sent  a file  to  an  outside  firm? 
How  often  has  that  person  still  not  been  found?  How  often  was  that  firm  very  expensive? 

Would  you  like  to  be  able  to  increase  your  company’s  in-house  find  ratio,  or  decrease  your  company’s  expense 
of  outside  locating  firms? 

Financial  Training  Institute  has  the  “How  to  Find  Missing  Persons”  Manual,  specifically  designed  to  help  anyone 
in  a commercial  environment,  find  missing  persons  on  their  own  and  increase  the  probability  of  collecting  from  a 
bad  account.  There  are  a variety  of  methods  and  concepts  contained  in  our  Manual  that  can  significantly  lower  the 
costs  of  finding  missing  persons.  This  Manual  also  shows  how  to  detect  social  security  number  fraud. 

The  “How  to  Find  Missing  Persons”  Manual  is  comprehensive,  yet  easily  understood,  and  has  been  found 
extremely  valuable  by  two  groups  involved  in  locating  or  collection,  the  novice  and  the  veteran.  Some  of  the 
organizations  that  are  benefiting  from  our  Manual  include: 


Insurance  Companies 
Legal  Firms 

Banks,  Savings  & Loans 
Credit  Unions 


Rental  Agencies 
Credit  Card  Systems 
State  Loan  Commissions 
(students) 


Medical  Associations 
International  Corporations 
Law  Enforcement  Personnel 


Previous  users  of  this  Manual  have  found  that  most  companies  can  recover  their  purchase  price  by  resolving 
one  specific  past  or  future  case.  Users  also  find  that  the  Manual  increases  their  job  skills  enabling  them  to  dramatically 
change  their  department’s  value  to  the  company. 

“The  Nilson  Report”  (a  credit  card  executive  advisory  service)  recommended  the  original  “How  to  Find  Missing 
Persons”  Manual  to  every  business  in  issue  No.  164,  of  July  1981. 

The  Manual  is  authored  by  Don  Elliott.  His  background  includes  over  25  years  of  investigative  experience  as  a 
Naval  Intelligence  Officer,  Retail  Credit  Administrator,  and  Owner  of  Collection  Agencies. 

Wouldn’t  you  like  to  improve  your  firm’s  probability  of  successful  locating?  To  receive  your  copy  of  the  “How  to 
Find  Missing  Persons”  Manual  send  $79.95  to: 

FINANCIAL  TRAINING  INSTITUTE,  INC. 

5100  West  164th  Street,  Suite  21 
Cleveland,  Ohio  44142 

Your  Manual  will  arrive  marked  for  your  personal  attention  only. 


First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 


Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have. The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET...EXERCISE... 

Humulin  ^ 

human  insulin 
[recombinant  DNA  origin] 


Humulin  L Humulin  N 
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Indianapolis.  Indiana 
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For  your  insulin-using  patients 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RA  TE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


SURGEON  OPPORTUNITY  — Immediate  opening  for  general  surgeon 
in  rural  Nebraska.  Board  Certified  or  Board  Eligible.  Must  be  licensed 
in  Nebraska.  Excellent  benefits.  Contact  Wallace  & Pairzer,  M.D.,  P.C., 
807  North  Ash,  Gordon,  Nebraska  69343. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  family  practice,  invasive  car- 
diology, oncology,  urology,  ophthalmology,  occupational/emergency 
medicine,  pulmonology,  general  vacular  surgery  and  general  internal 
medicine.  The  Mankato  Clinic  is  a 40-doctor  multi-specialty  group  prac- 
tice in  south  central  Minnesota  with  a trade  area  population  of  150,000. 
Guaranteed  salary  first  year,  incentive  thereafter  with  full  range  of 
benefits  and  liberal  time  off.  For  more  information,  call  Roger  Green- 
wald.  Administrator  or  Dr.  B.C.  McGregor  at  507/625-1811  or  write  501 
Holly  Lane,  Mankato,  Minnesota  56001. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — Group  of  3 Board  Cer- 
tified family  physicians  seeking  a 4th  family  practice  physician.  County 
seat  town,  rural  northwest  Iowa.  Adjacent,  fiscally-sound  hospital.  Ex- 
cellent compensation  package.  For  further  information,  contact  Scott  R. 
Helmers,  M.D.,  Family  Medicine  Clinic,  115  Cedar  Lane,  Sibley,  Iowa 
51249  or  call  712/754-3658. 


GENERAL  SURGEON,  PEDIATRICIAN,  OB/GYN,  PSYCHIATRIST, 
FAMILY  PRACTITIONER  — Growing  16  physician,  multispecialty  clinic 
in  beautiful  northwestern  Wisconsin  seeking  BC/BE  specialists.  At- 
tractive partnership  opportunity  after  one  year.  Come  grow  with  us! 
Contact  John  T.  Henningsen,  M.D.,  Indianhead  Medical  Group,  Ltd., 
1020  Lakeshore  Drive,  Rice  Lake,  Wisconsin  54868  or  phone  715/234- 
9031. 


FAMILY  PRACTICE  — Join  established  busy  practice  in  modern  build- 
ing adjacent  to  61-bed  hospital.  Great  opportunity  in  scenic  community 
of  9,000  and  area  of  20,000.  Modern,  up-to-date  hospital  with  wide  range 
of  services  and  community  programs.  Write  or  call  David  Schweizer, 
M.D.,  13th  and  South  Main  Street,  Charles  City,  Iowa  50616.  515/228- 
5151. 


JOIN  THE  PEACE  CORPS,  BUT  STAY  IN  IOWA  — We  need  primary 
care  physicians  — FP,  IM,  Peds,  OB/GYN  — at  our  not-for-profit  clinic. 
Challenging,  rewarding  practice,  but  with  reasonable  lifestyle,  in  re- 
cently remodeled  facility.  Teaching  opportunities.  Competitive  salary, 
excellent  benefits  package.  Contact  Rebecca  Wiese,  M.D.,  428  Western 
Avenue,  Davenport,  Iowa  52806  or  call  319/322-7899. 


INTERNIST,  DAVENPORT  IOWA  — Seven  physician  multispecialty 
group  seeking  to  add  2nd  internist.  Compensation  package  negotiable. 
Contact  Administrator,  The  Davenport  Clinic,  1820  West  Third  Street, 
Davenport,  Iowa  52802  or  call  319/326-1661. 


UROLOGIST  — Join  the  nation's  largest  health  care  team.  VA  Medical 
Center,  Lincoln,  Nebraska,  seeking  BC/BE  urologist  for  progressive  180- 
bed  medical  center.  Licensure  any  state.  Must  meet  English  Proficiency 
Requirement.  Lincoln  is  a university  town  with  small  town  atmosphere 
and  metropolitan  advantages.  Lincoln  VA  Medical  Center  is  affiliated 
with  the  University  of  Nebraska  for  Urology  Resident  Program.  Com- 
prehensive benefit  package.  Allowable  moving  expenses  payable.  Con- 
tact Dr.  Hirai,  VA  Medical  Center,  600  South  70th  Street,  Lincoln,  Ne- 
braska 68510,  telephone  402/489-3802  Ext.  6750  or  Personnel  Service, 
402/486-7819.  EOE. 


IOWA  CITY  AND  CEDAR  RAPIDS  — Positions  are  available  for  full 
or  part-time  physicians  in  our  outpatient  family  practice  offices.  No 
weekends.  No  call.  Income  guaranteed.  Excellent  opportunities  avail- 
able in  these  ideal  locations!  Contact  Jill  Buschmann,  Medicenter  West, 
2215  Westdale  Drive,  SW,  Cedar  Rapids,  Iowa  52404.  Phone  319/396- 
2000. 


FAMILY  PHYSICIAN,  MAQUOKETA,  IOWA  — Position  for  BE/BC 
family  physician  with  a 2-person  group  in  town  of  6,000  (draw  of  30,000), 
100  bed,  well-equipped  hospital.  Call  every  7th  night.  Surgeon  and 
internist  in  town.  Guarantee  and  liberal  benefits/bonus  plan.  Contact 
J.  W.  Bybee,  M.D.,  C.L.  Rask,  M.D.,  Maquoketa  Family  Clinic,  206 
North  Arcade,  Maquoketa,  Iowa  52060;  319/652-6711. 


WISCONSIN  — Opportunities  for  BC/BE  family  practice  physicians  in 
Plymouth,  a vibrant  community  50  miles  north  of  Milwaukee.  Consider 
existing  practices  of  1,  2 or  4 physicians  as  they  expand  to  meet  the 
needs  of  a growing  community.  Four  season  climate  in  an  area  featuring 
good  schools,  pleasant  people,  strong  economic  development,  low  un- 
employment and  a good  life-style.  Compensation  package  includes  sal- 
ary guarantee,  malpractice  insurance,  health  insurance,  relocation  ex- 
penses and  more.  Contact  Jim  Williams,  Vice  President,  Valley  View 
Medical  Center,  901  Reed  Street,  Plymouth,  Wisconsin  53073.  Call  col- 
lect 414/893-1771. 


WISCONSIN  — Opportunity  for  BC/BE  general  surgeon  to  associate 
with  busy  BC  surgeon  in  general,  vascular  and  endoscopic  practice 
serving  2 hospitals.  Practice  located  in  Plymouth,  a vibrant  community 
located  50  miles  north  of  Milwaukee.  Four  season  climate  in  an  area 
featuring  good  schools,  pleasant  people,  strong  economic  development, 
low  unemployment  and  a good  life-style.  Salary  guarantee  and  fringe 
benefits  with  early  partnership.  Contact  Jim  Williams,  Vice  President, 
Valley  View  Medical  Center,  901  Reed  Street,  Plymouth,  Wisconsin 
53073.  Call  collect  414/893-1771. 
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PHYSICIANS  NEEDED  — Family  practice,  internal  medicine,  oncol- 
ogy, endocrinology,  neurosurgery,  neurology,  general  surgery  and  or- 
thopedic surgery.  Group  practice,  solo  or  urgent  care  settings  available 
through  our  hospital  network  located  in  Macon  and  serving  all  of  mid- 
dle Georgia.  Your  practice  will  be  located  80  miles  south  of  Atlanta,  in 
a growing  family-oriented  community,  where  you  can  avoid  traffic  and 
enjoy  a rewarding  professional  career.  Please  contact  Stephen  Wofford 
at  912/741-6283  for  a confidential  consultation  or  write:  P.O.  Box  4627, 
Macon,  Georgia  31208. 


MASON  CITY,  IOWA  — Seeking  full-time  and  part-time  physicians 
for  low  volume  75-bed  hospital  emergency  department.  Great  oppor- 
tunity to  develop  "state  of  the  art"  quality  assurance  and  educational 
programs.  Excellent  compensation,  paid  malpractice  insurance  and  full 
benefit  package  to  full-time  staff.  Contact  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  43,  Traverse  City,  Michigan  49684;  1- 
800/253-1795  or  in  Michigan  1-800/632-3496. 


BLUFF  MEDICAL  CENTER,  P.C.  — Has  positions  for  the  following 
specialties  (BC/BE):  family  practice,  ENT,  OB/GYN,  pediatrics.  The  Bluff 
Medical  Center,  a multispecialty  group  practice,  is  located  in  Clinton, 
Iowa,  population  32,000  with  a service  area  of  approximately  75,000- 
100,000.  Guaranteed  first  year  salary  (negotiable)  with  a first  year  bonus 
incentive  and  a full  range  of  benefits  including  malpractice  insurance. 
For  more  information  call  Phil  Sayles,  Administrator,  1-800/397-5600  or 
write  240  North  Bluff  Boulevard,  Clinton,  Iowa  52732. 


INTERNAL  MEDICINE/ENDOCRINOLOGIST  — BC/BE  individual(s) 
to  join  an  established  multispecialty  group  covering  internal  medicine, 
cardiology,  infectious  diseases  and  gastroenterology.  Community  and 
service  area  covers  approximately  250,000  people.  Excellent  salary  and 
benefits.  Send  resume  to  Medical  Associates  of  Cedar  Rapids,  Atten- 
tion: David  Rater,  M.D.,  1328  Second  Avenue,  SE,  Cedar  Rapids,  Iowa 
52403. 


FOR  SALE  — $50,000  worth  of  nearly  new  medical  office  furniture  and 
equipment  to  highest  bidder(s).  For  further  information  write  P.O.  Box 
34,  Grand  Junction,  Iowa  50107. 


MASON  CITY  CLINIC,  P.C. — Multispecialty  group  looking  for  family 
practice  physician.  Progressive  medical  community  — MRI,  open  heart 
surgery,  cancer  treatment,  lithotripsy,  neurosurgery  capabilities.  Big 
city  excitement/small  town  living,  IV2  hours  from  2 major  metropolitan 
centers.  Call  Ralph  Wolf,  Administrator  at  515/421-5446. 


ANOTHER  IMS 
MEMBER  SERVICE 

Physicians  who  are  members  of 
the  Iowa  Medical  Society  may  ad- 
vertise in  the  classified  section  for 
3 months  without  charge. 


GENERAL  INTERNIST  — BE/BC  internist  to  join  established  practice 
of  4 general  internists.  Excellent  central  Iowa  location  in  growing  com- 
munity. Busy  general  and  consultative  internal  medicine  practice.  Mar- 
shalltown Medical  Clinic,  205  West  Main,  Marshalltown,  Iowa  50158, 
515/753-3313. 


FAMILY  PRACTICE,  STORY  CITY,  IOWA  — Two-man  group  inter- 
ested in  having  a BE/BC  family  practitioner  join  them  in  a growing 
thriving  community  with  a good  school  system.  We  are  centrally  located 
near  Interstate  35, 10  miles  north  of  Ames.  Excellent  compensation  and 
fringe  benefits.  Experience  Story  City,  you'll  like  it.  Contact  Chuck 
Semler,  M.D.,  Semler  Medical,  P.C.,  616  Park  Avenue,  Story  City,  Iowa 
50248  or  call  515/733-5191. 


FOR  SALE  — Slightly  used  Midmark  111  electric  table  less  than  20% 
of  cost.  You  pick  up.  Phone  319/556-3646. 


FAMILY  PRACTICE,  INTERNAL  MEDICINE  AND  GENERAL  SUR- 
GERY PRACTICE  OPPORTUNITIES  — Rural  lake  country  community 
is  seeking  the  above  practitioners  to  join  a busy  12-physician  multi- 
specialty group.  Quality,  comfortable  living  environment,  multiple  rec- 
reational activities,  fine  educational  opportunities  and  cultural  activi- 
ties abound.  Salary  and  fringe  benefits  very  liberal.  Send  curriculum 
vitae  or  inquiries  to  Lake  Region  Clinic,  P.C.,  Attn:  Joel  Rotvold,  P.O. 
Box  1100,  Devils  Lake,  North  Dakota  58301  or  call  collect  at  701/662- 
2157  for  further  information. 


FAMILY  PHYSICIANS  — Needed  for  Iowa's  largest  private  medical 
clinic  system.  Several  openings  available  now.  Excellent  guarantee  with 
incentive  income  available  from  the  beginning.  For  further  information 
contact  Don  C.  Green,  M.D.,  Physicians'  Resources  Advisor,  Office  of 
the  Medical  Director,  Mercy  Medical  Clinics,  1551  35th  Street,  Suite 
106,  West  Des  Moines,  Iowa  50265,  telephone  515/223-5890. 


IOWA  STATE  UNIVERSITY 

student  Health  Physician 

Nee(de(j  to  join  8 other  physicians  in  primary 
care  practice  serving  25,000  stu(jents. 

Duties  include  office-type  gynecology,  surgery, 
orthopedics  and  general  medicine  in  a campus 
based  outpatient  clinic. 

BC/BE  in  family  practice  preferred,  but  internal 
medicine  or  pediatrics  considered. 

Graduate  of  AMA  accredited  medical  school. 
Iowa  licensed  (or  eligible). 

Salary  and  benefits  competitive.  9 or  12-month 
appointment  considered. 

Position  available  mid-January  1990. 

Deadline  November  8,  1989  or  until  filled. 

Send  CV  or  inquiries  to: 

Robert  K.  Patterson,  M.D.,  Director 
Student  Health  Center 
Iowa  State  University 
Ames,  Iowa  5001 1 . 

515/294-5802 


October  1989  / 511 


Physicians'  Directory 


ALLERGY 


ELECTRODIAGNOSIS 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VEL)KO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  lONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

SCOTT  C.  ERWOOD,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


JOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/247-8600 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  RECENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  COFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


lAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  |.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
EACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  ).  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  RECENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  EACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOCY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


UPSHER  LABORATORIES,  IOWA  DIVISION 
GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 
ASHOK  R.  PRADHAN,  M.D.,  F.C.A.P. 

1101  AURORA 
DES  MOINES  50322 
800/369-LABS  OR  515/254-0160 
COMPREHENSIVE  CLINICAL  AND 
ANATOMIC  PATHOLOGY  SERVICES 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 
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DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
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PULMONARY  MEDICINE 
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ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
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MICHAEL  WITTE,  D.O. 
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1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
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KATHLEEN  L.  SMITH,  M.D. 
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GENERAL,  THORACIC,  VASCULAR  AND 
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WENDELL  DOWNING,  M.D. 
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DES  MOINES  50309 
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AND  RECTUM 


October  1989  / 513 


In  the  Public  Interest 


Don't  Ration  Medicare  Payments 


(Editor's  Note:  This  is  an  excerpted  version  of  an 
editorial  by  James  Sammons,  M.D.,  executive  vice 
president  of  the  American  Medical  Association, 
which  first  appeared  in  the  June  29,  1989  Wash- 
ington Post.) 

No  ONE  SHOULD  QUARREL  with  the  idea  of 
controlling  Medicare  costs,  but  the  pro- 
posal to  impose  expenditure  targets  (ETs)  on 
Medicare  payments  is  plain  wrong.  The  idea 
of  capping  the  total  amount  available  each  year 
is  a "solution"  that  would  work  a greater  hard- 
ship on  patients  than  on  their  physicians  by 
severely  restricting  their  access  to  necessary 
medical  services. 

What  Congress  and  the  administration  are 
talking  about  is  rationing.  But  demand  for 
health  care  is  growing,  and  coupling  that  de- 
mand with  shrinking  resources  would  put  an 
unbearable  pressure  on  physicians  to  do  less 
for  patient  welfare.  Under  expenditure  tar- 
gets, the  government  would  be  asking  phy- 
sicians to  figure  out  how  not  to  treat  their  pa- 
tients instead  of  how  to  treat  them  — a situation 
physicians  can  never  accept. 

By  any  name,  expenditure  targets  are  sim- 
ply an  attempt  by  Congress  and  the  Bush 
administration  to  balance  the  budget  on  the 
backs  of  America's  elderly. 

The  real  message  of  ETs  is  that  the  gov- 
ernment cannot  control  the  Medicare  pro- 
gram. Instead  of  reasoned  approaches  to  spe- 
cific problem  areas,  the  government  is 
throwing  up  its  hands  and  abdicating  respon- 
sibility to  a process  that  has  not  been  well 
thought  out,  let  alone  tested. 

The  American  Medical  Association  be- 
lieves that  practice  guidelines  would  be  more 
appropriate  — and  more  effective  — than  ex- 
penditure targets  in  controlling  physician 
charges.  Although  the  number  of  practice 


guidelines  in  existence  today  is  small  com- 
pared with  the  future  need,  there  are  enough 
of  them  to  demonstrate  their  usefulness  in  re- 
ducing the  cost  of  medical  care. 

For  example,  the  National  Institutes  for 
Health  conference  held  in  1980  issues  guide- 
lines for  the  management  of  febrile  seizures  in 
children.  The  NIH  estimates  savings  resulting 
from  the  use  of  these  guidelines  at  $67  million 
per  year. 

Following  the  1981  publication  of  guide- 
lines on  the  appropriate  use  of  tonsillectomy, 
the  number  of  tonsillectomies  performed  na- 
tionally fell  from  392,000  in  1981  to  249,000  in 
1987,  a 36%  reduction.  Feedback  to  Vermont 
physicians  regarding  their  tonsillectomy  rates 
in  children  14  years  and  younger  led  to  an  89% 
reduction  in  tonsillectomies  over  a 5-year  pe- 
riod. 

A 1985  Chicago  hospital  program  of  prac- 
tice guidelines  for  the  appropriate  use  of  Ce- 
sarean section  operations  led  to  a reduction 
from  16.7%  to  11.5%.  A similar  reduction  na- 
tionally could  result  in  a savings  of  approxi- 
mately $1  billion  per  year. 

The  AMA  is  committed  to  working  with 
Congress  to  address  budget  requirements, 
while  maintaining  the  promise  of  the  Medicare 
program  made  to  the  elderly  26  years  ago: 
guaranteed  access  to  health  care  services.  Phy- 
sicians will  not  abandon  their  role  as  the  pa- 
tients' advocate  in  order  to  provide  the  gov- 
ernment a quick  and  dirty  fix  to  a budget 
problem  that  the  elderly  did  not  create. 
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VASOTEC 


ENALAPRIL  MALEATE  MSD) 

VASOTEC  IS  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC*  (EnalaprII  Maleale,  MSD)  is  conlraindicaled  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 

Warnings;  Anj/oertema.  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstrealedwithACEinhibiiors.includingVASOTEC  Insuchcases.VASOTECshouldbepromptlydiscontinuedandthe 
patient  carelully  observed  until  theswelling  disappears  In  instances  where  swelling  hasbeencontined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in  relieving  smploms. 
Angioedema  associated  with  laryngeal  edema  may  be  tatal  Where  there  is  invoivement  ol  the  longue,  glottis,  or 
iarynx  iikeiy  to  cause  airway  obstruction,  appropriate  therapy,  e.g. . subcutaneous  epinephrine  soiution 
1 :1000  (0.3  ml  to  0.5  ml),  shouid  be  promptiy  administered.  (See  ADVERSE  REACTIONS  ) 

Hypolension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
laoure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  tirst  dose,  but 
discontinuation  ot  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  tollowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  tailure  and/or  death,  include  those  with  the  tollowing  conditions  or  characlerislics:  heart  tailure.  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  tailure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  betore  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
taotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAlJTIONS.  Drug  Inleidclions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  tollowed  closely  lor  the  tirst  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  ot  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  coulrf result  in  a myocardial  inlarclion  or  cerebrovascular  accident 
It  excessive  hypolension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary,  receive  an  intrave- 
nous intusion  ol  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  lurther  doses  ol  VASOTEC, 
which  usually  can  be  given  without  ditliculfy  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeulropertialAgranulocylosis:  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  ol  enalapril  are  insulticient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  white  blood  cell 
counts  in  pafients  with  collagen  vascular  disease  and  renal  disease  should  be  cohsidered 
Precautions:  General  Impaired  Renal  Function:  As  a consequence  ot  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals  In  patients  wifn  severe  heart  tailure 
whose  renal  function  may  depend  on  the  activity  ot  the  renin-angiolensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  anrJ/or  progressive  azotemia  and  rarely  with  acute  renal 
tailure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunction  should  be  monitored  during  the  first 
lew  weeks  of  therapy. 

Some  patients  with  hypertension  or  heart  tailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  taiiure  shouid  aiways  inciude  assessment  ol  renai 
tunction.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  (>  5.7  mEg/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
cfinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ot  discontinuation  ot  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  tailure,  hyperkalemia  was 
observed  in  3.0%  ol  patients,  but  was  not  a cause  for  discontinuation 

Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insutliciency,  diabetes  mellitus,  and  Ihe  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all.  with  VASOTEC,  (See  Drug  Inleiaclions) 

SurgeryiAnesthesia.  In  patients  undergoing  major  surgery  or  during  anesthesia  wilh  agents  that  produce  hypotension, 
enafapril  may  block  angiotensin  II  lormation  secondary  fo  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormallon  tor  Patients 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  tollowing  the  tirst  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  face,  extremities,  eyes,  lips,  tongue,  ditficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume.  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  consult  with  Ihe  physician 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  inlection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  heated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sale  and  efiective  use  ol  this  medication  It  Is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions: 

Hypolension:  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  Ihe  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enalapril.  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  alter  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
addilional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release-  The  antihypertensive  effect  ol  VASOTEC  is  augmented  by  anlihypertensive  agents  that 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (eg , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signilicant  increases  in  serum  potassium.  Therefore,  it  concomitant  use  ot  these 
agents  is  indicated  because  ot  demonsfrated  hypokalemia,  they  should  be  used  with  caution  and  wilh  frequent  monitor- 
V&OT^™  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 

Lithium  A lew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Ireguently. 

Pregnancy- Category  C.  There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose).  Felotoxici^,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  al  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  limes  Ihe  maximum  human  dose). 


Radioactivity  was  lound  to  cross  Ihe  placenta  tollowing  administration  ot  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  the  risk  ol  letal  toxicity  with  the  use  ot  ACE  inhibitors  has  not  been  clearly 
delined,  VASOTEC*  (Enalapril  Maleale,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benelit  lustifies  Ihe 
potential  risk  to  Ihe  letus 

Postmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  Ihe  tollowing  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  letal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  letal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  ol  hypolension  and  decreased 
renal  perfusion  in  Ihe  newborn  OTigohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunction  in  the  fetus  Tnlants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  lor  hypoten- 
sion, oliguria,  and  hyperkalemia  It  oliguria  oaurs.  attention  should  be  directed  toward  support  ol  blood  pressure  and 
renal  perfusion  with  the  administration  ol  fluids  and  pressors  as  appropnale  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it  is  not  clear  whether 
Ihey  are  related  to  ACE  inhibition,  maternal  hypertension,  ot  the  underlying  prematurity 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  tollowing  administration  ol  «C  enalapril  maleale  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  ate  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use-  Salety  and  etiecliveness  in  children  have  not  been  established 

Adverse  Reactions;  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10.000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  lound  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients 

HYPERTENSION  The  most  trequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5,2%),  dizziness 
(4  3%),  and  latigue  (3%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were,  diarrhea  (1 4%).  nausea  (1 4%).  rash  (1 4%),  cough  (1 3%).  orthostatic  effects  (1.2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  trequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were:  dizzi- 
ness (79%).  hypotension  (6  7%),  orthostatic  effects  (2,2%),  syncope  (2  2%).  cough  (2.2%),  chest  pain  (2.1%),  and 
diarrhea  (21%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  healed  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  latigue  (18%),  headache  (1 8%).  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%).  vertigo  (1 6%).  angina  pectoris  (1.5%),  nausea  (1 3%),  vomiting  (1 3%),  bronchifis  (1 3%),  dyspnea 
(1.3%),  urinary  tract  inlection  (1 3%),  rash  (1 3%),  and  myocardial  inlarction  (1  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  oaurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  tailure  in  clinical  trials  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction: 
rh^hm  disturbances,  alnal  libnllation,  palpitation. 

Digestive  Ileus,  pancrealilis,  hepalilis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
NervousiPsychiatric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  tailure.  oliguria,  renal  dyslunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm,  rhmorrhea.  asthma,  upper  respiratory  inlection 
Skin:  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  lever  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  tatal  It  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypolension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  palienls,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2.2% 

01  patients  Hypolension  or  syncope  was  a cause  tor  discontinuation  of  therapy  in  1 9%  ol  patients  with  heart  tailure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  disconlmualion  ot  therapy,  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  inpatients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PREdAUTIONS.)  In  patients  with  neart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit.  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  olapproximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  Ireguently  in  either  hypertension  or  heart  tailure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ot  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  Been  reported 

Liver  Function  Tests.  Elevations  of  liver  enzymes  and.'or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  Ireated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  tollowing  the  initial  dose  ot  VASOTEC.  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  betore  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypolension,  (See 
WARNINGS ) It  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2.5  mg  should  be  used  under  medical  supervision  lor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  for  al  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  dimmish  toward  the  end  ol  Ihe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIONS), 

Dosage  Adjustment  in  Hypertensive  Patients  wilh  Renal  Impairment.  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mtvmin  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mtvmin  (serum  creatinine  S'3  mg/dL).  the  first  dose  is  2 5 mg  once  daily  the  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure.  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily  After  Ihe  initial  dose  ol  VASSlEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  feast  two  hours  anri  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Druginleractions.)  It  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ol  hypotension  The  appearance  ol  hypolension  after  Ihe  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  tollowing  effective  management  ol  the  hypotension  The  usual  Iherapeulic  dosing  range  tor 
Ihe  treatment  ol  heart  lailure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg.  Once-daily 
dosing  has  been  effective  in  a controlled  study,  out  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  hearf  lailure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 to  40  mg  per  day  ot  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Ellecis.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adiusimeni  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  heart  lailure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  at  2.5  nig 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRET 
CAUTIONS.  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg  b i d . then  5 mg  b.i  d and  higher 
as  needed,  usually  al  intervals  ol  tour  days  or  more,  it  at  the  lime  ol  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  signilicant  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg  m£pqk; 

For  more  detailed  inlormalion.  consult  your  MSD  Representative  or  see  Prescribing  InTormalion.  Merck  SHARFk, 

Sharp  & Dohme.  Division  ol  Merck  & Co..  Inc  . West  Point.  PA  19486  J6VS18R2(8171  DOHME 
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FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


VASOTEC 


(ENALAPRIL  MALEATE  MSD) 


For  a Brief  Summary  of  Prescribing  Information, 
please  see  next  page  of  this  advertisement 
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iPMH 
Delivering 
the  Goods! 

YES,  the  Iowa  Medical  Society-sponsored  IPMIT  Professional  Liability  Insurance  Program  is  delivering  the 
goods.  To  Iowa  physicians,  exclusively. 

What  goods? 

• Good  growth  in  financial  capacity  and  number  of  insured  physicians! 

• Good  progression  toward  maturity  - having  reached  and  passed  the  five-year  milestone! 

• Good  developments  on  premiums  and  other  coverage  provisions! 

• Good  fulfillment  on  the  basic  goal  - that  of  a commitment  to  unequalled  service  - both  to  IPMIT 
policyholders  and  prospective  policyholders. 

We  are  here  to  answer  coverage  questions.  We  are  here  to  provide  personalized  claims  services.  We  are 
here  to  help  you  assure  the  presence  of  good  patient  care.  Please  call  us  on  the  IPMIT  HOTLINE 
1-800/642-6054  - to  request  information. 

IOWA  PHYSICIANS  MUTUAL  INSURANCE  TRUST 

Your  IPMIT  Program  Is  Supported  By  IMS  SERVICES 
1239  Eighth  Street,  West  Des  Moines,  Iowa  50265 
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Do  you  know 
how  many  new  patients 
you’re  seeing? 


Patient  population  is  important  to  the  bottom  line.  It  is  one  of  many 
financial  and  marketing  indicators  DISC  Systems  can  relay  to  physicians  on 
a daily  monthly,  and  annual  basis  so  you  can  make  timely  business  decisions. 

DISC  is  endorsed  by  three  medical  societies  because  it  has  increased  ef- 
ficiency and  cash  flow  for  hundreds  of  practices  and  thousands  of  physicians. 
It  can  do  the  same  for  you. 

Every  DISC  System  gives  you  the  most  up-to-date,  user-friendly  account- 
ing capabilities  and  marketing  information  available  specifically  for  the  health 
care  field.  With  DISC  you  have  easy  billing.  Simple  electronic  claims  processing. 
Flexible  appointment  scheduling.  Excellent  service  and  support. 

In  addition,  DISC’S  custom  reporting  capabilities  quickly  detail  marketing 
trends.  So  you’ll  always  know  how  many  new  patients  you  have.  And  you’ll  be 
able  to  keep  them  healthy,  while  DISC  keeps  your  business  healthy. 


A product  of 


SlralegiCare 


INC. 


•4500  Main  Street,  Suite  900,  Kansas  City.  Missouri,  6411 1 
For  more  information,  contact  Carl  Brandt.  800/331-4479 


{21^3^3  DISC  is  an  NCR  Value-.Added  Reseller 
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About  the  Cover 


This  month's  nostalgic  cover  photo,  taken  at  Liv- 
ing History  Farms  in  Des  Moines,  depicts  "med- 
ical" products  found  in  a typical  general  store 
over  100  years  ago.  For  more  information  about 
these  mysterious-looking  items,  see  page  525. 
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Thinking 

COMPUTER? 


For  the  first  time?  To  upgrade  an  older 
system?  Most  Iowa  physicians  know  the 
computerized  office  has  an  edge.  In 
helping  deliver  quality  care.  In 


optimizing  the  revenue  stream.  In 
maintaining  regulatory  compliance.  As 
you  contemplate  your  particular 
computer  needs,  we  invite  you  to  . . . 


Think 

I MS/CAP! 


As  a benefit  to  members  of  the 
Iowa  Medical  Society,  we’ve  offered 
the  IMS/CAP  since  1986.  It  stands  for 
Iowa  Medical  Society  Computer 
Assistance  Program.  You’re  invited  to 
use  any  of  its  three  components: 


(1)  attend  a periodic  educational  seminar; 

(2)  ask  for  a feasibility  study  to  help  you 
assess  the  need,  justify  the  cost  and 
develop  a plan,  and  (3)  review  the  IMS- 
endorsed  AMOS  system.  So  we  invite  you 
to  . . . 


Think 

AMOS! 


AMOS  stands  for  Automated  Medical 
Office  System.  It  was  endorsed  by  the 
IMS  when  the  CAP  first  began.  AMOS  is 
used  in  over  30  Iowa  medical  offices/ 
clinics.  The  system  is  produced  and 


supported  by  Medical  Computer 
Management,  Inc.  (MCMI).  AMOS  can  be 
configured  for  large  and  small  medical 
practices.  It  merits  a look.  Call  IMS 
SERVICES  for  information. 


IMS  SERVICES  — A subsidiary  of  the  Iowa  Medical  Society 

Suite  232  - 1231  Eighth  Street,  West  Des  Moines,  Iowa  50265 
Telephone  - 515/223-2816  or  800/642-6054 


Donald  F.  Rodawig,  M.D. 

President's  Privilege 


We'd  Better  Start  Talking 


SEVERAL  WEEKS  AGO,  I WAS  One  of  Several 
IMS  physicians  who  met  with  all  8 
members  of  the  Iowa  Congressional  Delega- 
tion. What  we  learned  is  disturbing. 

It  appears  neither  the  Administration 
nor  Congress  has  plans  to  develop  a coher- 
ent health  policy.  All  decisions  at  this  point 
are  budget  driven  and  are  being  made  by 
the  Office  of  Management  and  Budget  rather 
than  the  Department  of  Health  and  Human 
Services. 

Apparently,  Congress  is  increasingly 
frustrated  by  the  elderly's  demands  for  Med- 
icare services  without  paying  for  them.  A 
good  example  is  the  repeal  of  the  Cata- 
strophic Health  Care  bill  in  response  to  pres- 
sure from  elderly  groups.  Increasingly,  the 
president  and  Congress  are  blaming  hospi- 
tals and  physicians  for  the  health  care  cost 
problem. 

Rather  than  develop  new  ideas,  law- 
makers are  looking  to  Canada  for  solutions 
to  the  problem  of  health  care  cost  and  the 
uninsured.  The  business  community  is  also 
beginning  to  advocate  this  approach. 

Obviously,  there  are  short  and  long 
term  challenges  facing  physicians.  If  the 
Administration  and  Congress  continue  the 
current  patchwork  budget  driven  approach 
to  managing  the  health  care  crisis,  we  are 
headed  for  national  health  insurance  by  de- 
fault. 

It  is  up  to  the  American  Medical  Associa- 
tion and  its  members  — you  and  me  — to 
step  into  the  vacuum  created  by  the  Admin- 


istration and  Congress.  The  AMA  has  devel- 
oped a comprehensive  plan  to  revamp  Medi- 
care so  each  generation  pays  for  its  own 
care;  make  Medicare  coverage  uniform  in  all 
states;  and,  with  caveats,  require  employers 
to  provide  coverage  to  their  employees. 

However,  success  is  dependent  on  cost 
control  which  must  come  from  us,  practicing 
physicians,  not  the  government.  AMA  is 
also  developing  practice  parameters  to  help 
physicians  determine  appropriate  ap- 
proaches to  treatment. 

I urge  physicians  to  begin  by  talking  to 
their  patients,  who  may  not  understand  the 
drawbacks  of  a system  such  as  that  adopted 
by  the  Canadian  government. 

There  is  much  we  can  do.  We  can  ex- 
plain to  our  patients  the  implications  of  ra- 
tioning and  ask  them  to  tell  their  lawmakers 
they  oppose  expenditure  targets.  We  can  ask 
them  to  tell  their  federal  lawmakers  of  their 
frustration  with  the  lack  of  leadership  on 
health  care  policy.  We  can  warn  them  of  the 
dangers  of  developing  health  care  policy  on 
the  basis  of  short  term  budget  concerns. 

Only  when  patients  recognize  they  are 
in  this  crisis  with  us  will  we  be  successful  in 
addressing  the  health  care  dilemma. 

Donald  F.  Rodawig,  M.D. 

President 
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More  About  the  Cover 


This  month's  cover,  a photograph  taken 
by  Miriam  Dunlap  of  Living  History  Farms, 
depicts  items  which  could  be  found  in  a gen- 
eral store  over  a century  ago.  The  shelves  con- 
tain a mixture  of  typical  general  store  items 
plus  certain  "medical"  items.  Take  another  look 
at  our  cover  and  see  what  you  could  have  pur- 
chased in  1875  . . . 

• Patent  medicines:  Almost  all  were  al- 
cohol based,  some  up  to  44% ! 

• Wooden  mortar  and  pestle. 

• Bottle  corker  (middle  shelf,  right):  Some 
general  store  proprietors  had  their  own  patent 
medicine  bottle. 

• Sassafras  bark  (bottom  shelf,  right):  This 
was  made  into  tea  for  a summertime  "tonic." 

• Invalid  feeders:  Simple  (bottom  shelf, 
left)  and  heated  (middle  shelf,  right)  which 
used  long-burning  candle. 

• Ear  horn/trumpet  (bottom  shelf,  center): 
Invented  in  England  by  Dr.  Yardsley,  1848. 


• Spectacles  (bottom  shelf,  center):  Bought 
in  general  store,  dark  glass  traced  to  1870. 

• Shoes:  "Straights"  (no  difference  in  right 
and  left  shoes)  made  up  until  1880s.  Right/left 
shoes  were  invented  in  1820  but  didn't  become 
popular  until  1860s. 

• Baby  bottle  (middle  shelf,  center):  This 
type  of  baby  bottle  was  sold  in  the  U.S.  until 
1910.  The  rubber  tubing  could  not  be  cleaned 
easily  and  infants  died  from  resulting  diar- 
rhea. 

• Rock  candy  (bottom  shelf,  center):  This 
was  mixed  with  1/2  pint  whiskey,  allowed  to 
stand  overnight  and  used  as  a cough  syrup. 

• Corsets:  Prior  to  1875,  corsets  were  laced 
so  tightly  that  a woman's  rib  cage  became  de- 
formed as  she  grew.  Corsets  were  worn  from 
early  teen  years. 

(The  above  information  ivas  supplied  by  Art 
and  Ermadene  Dickey  of  the  General  Store  at  Living 
History  Farms.) 


Would  You  Like  to  See  One  of  Your  Photos 

in  IOWA  MEDICINE? 

Please  send  us  any  8 x 10  black  and  white  (or  color  if  the  contrast  is  good)  photo(s) 
you  think  our  readers  might  enjoy.  Include  your  name  and  a description  of  where  and 
when  the  photo  was  taken.  The  Publications  Committee  will  judge  the  photos  according 
to  reader  appeal,  content  or  artistic/aesthetic  value.  You  will  be  notified  if  your  photo 
is  chosen  for  the  cover.  Photos  will  be  returned  to  you  after  publication. 

Send  your  photos  to: 

IOWA  MEDICINE  Photo  Opportunity 

Iowa  Medical  Society 

1001  Grand  Avenue 

West  Des  Moines,  LA  50265 

Good  photographs  are  meant  to  be  shared.  We're  looking  forward  to  seeing  yours! 
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What's  New  in  Otolaryngology? 


WILLIAM  MCMILLAN,  M.D. 
Ottumwa,  Iowa 


The  author  discusses  advances  in  the 
practice  of  otolaryngology,  focusing 
on  diagnosis  and  surgical  techniques. 
New  requirements  for  physicians  are 
also  discussed. 


Editors'  Note:  This  is  the  first  in  a series  of  issues 
focusing  on  various  specialties.  We  would  like  to 
thank  the  Iowa  Academy  of  Otolaryngology  and 
its  president,  William  McMillan,  M.D.,  for  pro- 
viding much  of  the  material  for  this  month's 
journal. 

The  field  of  otolaryngology  has  seen 
dramatic  advances  in  the  ability  to  diag- 
nose the  type  and  extent  of  head  and  neck 
disease  using  MRI  and  CT  scans.  Other  sig- 
nificant advances  include  thin  needle  aspira- 
tion of  neck  masses  for  diagnosis  of  tumors, 
endoscopic  sinus  surgery,  cochlear  implants 
for  the  profoundly  hearing  impaired  and 
digitally  reprogrammable  hearing  aid  devices 
for  the  moderately  hearing  impaired  with 
discrimination  problems. 

Most  changes  in  treatment  protocol  and 
technology  result  in  lower  morbidity  and  in- 
creased use  of  outpatient  facilities.  This  is  a 
plus  for  patient  care;  however,  it  signifi- 


The  author  is  president  of  the  Iowa  Academy  of  Otolaryngology  and 
practices  in  Ottumwa. 


cantly  increases  demands  on  physician  time 
for  follow  up  and  outpatient  management. 
More  post  graduate  education  to  learn  the 
new  skills  necessary  to  appropriately  use 
this  new  technology  is  also  needed. 

New  Surgical  Techniques 

Endoscopic  sinus  surgery  of  the  para- 
nasal sinuses  is  the  result  of  development  of 
high  resolution  endoscopy  similar  to,  but 
smaller  than,  that  used  in  orthopedics  or 
urology.  It  is  based  on  the  concept  that  al- 
most all  sinus  disease  starts  from  the  osteo- 
meatal  complex.  This  is  the  space  lateral  to 
the  middle  turbinate  with  openings  into  the 
frontal,  maxillary,  ethmoid  and  sigmoid  sin- 
uses. 

This  relatively  small  osteomeatal  outflow 
tract  can  become  blocked  due  to  polypoid 
changes  in  the  sinus,  allergic  disease  and/or 
chronic  thickened  mucosa.  This  can  lead  to 
chronic  sinusitis,  nasal  obstruction  and 
chronic  purulent  drainage  from  all  the  si- 
nuses. 

Microscopic  and  endoscopic  techniques 
are  used  to  remove  only  diseased  ethmoid 
cells  and  open  the  osteum  of  the  maxillary, 
frontal  and  sphenoid  sinuses.  Because  of  the 
ability  to  do  delicate,  limited  exoneration  of 
the  ethmoid  sinuses  and  middle  meatus,  a 
procedure  which  once  required  a 3-4  day  ad- 
mission can  often  be  done  on  an  outpatient 
basis  with  much  less  pain,  bleeding  and 
morbidity.  The  technique  requires  the  physi- 
cian to  gain  a new  indepth  knowledge  of  the 
fine,  complicated  anatomy  of  the  paranasal 
sinuses  and  develop  skill  using  monocular 
scopes  in  3 or  4 different  degrees  of  deflec- 
tion. 

Although  this  technique  has  been  used 
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in  Europe  for  the  last  15  years  the  “standard 
operation"  in  America  is  still  being  devel- 
oped. The  importance  of  formal  hands-on 
training  in  the  technique  is  stressed  by  its 
proponents.  It  has  been  shown  that  sur- 
geons only  beginning  the  method  may  have 
a higher  rate  of  complications  such  as  CFS 
leak  and  occular  injury,  or  postoperative 
hemorrhage. 

Recently  a surgical  technique  using  both 
direct  binoccular  vision  with  a fiberoptic 
headlight  and  macroscopic  view  was  re- 
ported. A series  of  170  successful  cases  com- 
bining the  European  and  American  approach 
demonstrated  "secure  endoscopic  sinus  sur- 
gery" can  be  preformed  as  a safe  adjunct  to 
other  indicated  functional  nasal  surgery. 

New  Uses  For  Lasers 

We  continue  to  find  new  applications 
for  lasers  in  otolaryngology.  For  many  years 
multiple  laryngeal  lesions  have  been  re- 
moved with  less  trauma,  using  CO2  and 
later  Argon  lasers.  The  results  were  gener- 
ally better  than  the  cord  stripping  proce- 
dures previously  done.  It  is  now  known  the 
vibration  of  the  mucosa  overlying  the  vocal 
cord  is  a major  contributor  to  quality  of 
phonation.  The  less  traumatic  laser  surgery 
is  being  matched  by  careful  microscopic  pro- 
cedures with  dissection  and  preservation  of 
vocal  cord  mucosa  from  around  benign  le- 
sions. 

Lasers  are  also  being  used  to  cut  out 
portions  of  the  stapes  fixed  by  otosclerosis, 
prior  to  placement  of  a stapes  prosthesis,  to 
re-establish  a mobile  ossicular  chain.  Again, 
the  technique  requires  special  training  with 
the  high  tech  lasers  and  increased  expense 
for  purchase  and  maintenance.  Although 
primary  results  were  good,  there  is  some 
concern  regarding  utriculosaccular  damage 
by  the  heat  of  the  laser.  Investigations  are 
now  being  done  which  confirm  some  post- 
operative changes  in  these  organs  in  guinea 
pigs.  This  technique  is  still  being  investi- 
gated and  is  not  widely  accepted  at  this 
time. 

Lastly,  with  the  coming  of  the  informa- 
tion age,  video  discs  are  being  developed  to 
allow  at-home,  interactive  programs  where 
physicians  actually  experience  exotic  or  diffi- 
cult cases.  Also,  patients  can  be  taught  by 
video  tapes  how  to  stay  healthy  and  what 


happens  with  certain  diseases.  Physicians 
can  avoid  routine  repeated  explanations  of 


'Most  changes  in  treatment  pro- 
tocol and  technology  result  in 
lower  morbidity  and  increased 
use  of  outpatient  facilities.  This 
is  a plus  for  patient  care;  how- 
ever it  significantly  increases  de- 
mands on  physician  time.' 


common  disease  processes  and  the  patients 
seem  to  be  pleased. 

Computerized  medical  record  documen- 
tation with  automatic  alarms  and  informa- 
tion on  drug  interactions,  diagnostic  and 
therapeutic  decision  trees,  standardized  se- 
verity of  illness  measurements  and  degree  of 
health  measurements  will  greatly  improve 
the  standards  of  health  care  and  can  be  used 
as  a large  scale  measurement  of  treatment 
efficacy. 


Rice 
Clinic 
Medic 
Center 

CENTRAL  WISCONSIN 

The  Rice  Clinic,  an  expanding  27-physician  multispecialty 
group,  Is  seeking  BC/BE  individuals  in  the  following 
specialties: 

□ Cardiology  (non-invasive)  □ Orthopedic  Surgery 

□ Family  Practice  □ Pediatrics 

□ Internal  Medicine  □ Rheumatology 

□ Neurology 

Attractive  income  and  ownership  arrangements.  Excellent 
practice  environment  with  many  outdoor  recreational  and 
cultural  amenities. 

Send  CV  to: 

Administrator 
Rice  Clinic,  S.C. 

2501  Main  Street 
Stevens  Point,  W1  54481 

or  call  collect: 

(715)  344-4120 
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William  McMillan,  M.D 


Otolaryngologists  Stress  Education 


The  author^  an  otolaryngologist  in  Ot- 
tumwa and  president  of  the  Iowa  Acad- 
emy of  Otolaryngology,  discusses  that 
organization's  goals  and  the  current 
practice  environment  for  otolaryngol- 
ogists. 


Is  there  a surplus  or  shortage  of  otolaryngolo- 
gists? 

Otolaryngologists  represent  1.4%  of 
American  physicians.  Our  specialty  is  grow- 
ing, but  at  a much  slower  rate  than  most  spe- 
cialties. Twice  as  many  medical  students,  how- 
ever, apply  to  enter  otolaryngology  residency 
as  can  be  accommodated.  At  last  count  56  oto- 
laryngologists were  practicing  in  Iowa,  7 on 
staff  at  the  University  of  Iowa.  It  is  generally 
thought  the  total  number  of  ENT  physicians 
is  adequate  but  there  may  be  some  maldistri- 
bution of  physicians. 

Manpower  studies  done  several  years  ago 
indicated  in  the  1990s  there  would  be  an  over- 
supply of  otolaryngologists.  We  haven't  seen 
that  in  Iowa,  but  there  is  a significant  increase 
in  the  number  of  physicians  on  the  coasts. 
Some  modest  reduction  in  the  size  of  resi- 
dency programs  has  been  made  over  the  last 
10  years.  Whether  this  trend  continues  will 
depend  on  many  factors,  including  acceptance 
of  "cosmetic  surgery"  as  a specialty  and  cer- 


tain forms  of  allergy  treatment  performed  by 
many  otolaryngologists. 

What  are  the  objectives  of  the  Iowa  Academy 
of  Otolaryngology? 

The  Iowa  Academy  of  Otolaryngology  is 
primarily  interested  in  educating  members  and 
their  patients.  Otolaryngologists  seek  to  edu- 
cate the  public  regarding  injurious  lifestyle 
habits.  These  include  cigarette  smoking, 
smokeless  tobacco,  noisy  work  environments 
and  loud  music  (especially  through  ear- 
phones) which  lead  to  hearing  impairment. 
Recently,  the  academy  conducted  a "Through 
with  Chew"  campaign. 

The  Academy  provides  an  ideal  forum  to 
discuss  geographic  differences  in  practice  that 
can  be  revealed  by  small  area  analysis.  It  has 
been  a good  platform  to  discuss  local  or  state 
wide  peer  review.  New  trends  in  outpatient 
versus  inpatient  treatment  have  been  dis- 
cussed. New  techniques  of  treatment  are  pre- 
sented and  critiqued.  Occasionally  a political 
question  will  be  posed  but  no  organized  at- 
tempts have  been  made  to  lobby  for  our  special 
needs. 

We  hope  to  continue  to  educate  ourselves, 
our  referring  physicians  and  our  patients  us- 
ing public  campaigns,  contributions  to  re- 
search and  interactive  computer  programs  now 
being  developed  in  the  National  Medical  Li- 
brary. 
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what  are  the  concerns  of  otolaryngologists  re- 
garding practice  environment? 

Otolaryngologists  are  concerned  that  fac- 
tors outside  their  control  are  causing  change. 
Many  third  party  payers  demand  detailed  ac- 
counts of  proposed  treatments  prior  to  allow- 
ing reimbursement,  which  doubles  paper- 
work. Occasionally  the  doctor  patient 
relationship  is  disturbed  due  to  inappropriate 
review  decisions.  Managed  health  care  may 
introduce  short  term  noncomprehensive  serv- 
ice regimes  by  the  participating  physicians  to 
meet  capitation  requirements.  Another  prob- 
lem is  excess  testing  and  documentation  to 
avoid  lawsuits. 

The  perception  the  government  must  con- 
trol the  amount  of  money  Americans  spend 
on  health  care  leaves  many  physicians  fearing 
increasing  government  regulation.  Some  oto- 
laryngologists feel  we  are  insulated  because 
most  of  our  procedures  can  be  done  on  an 
outpatient  basis  and  would  therefore  avoid 
further  review.  However,  government  plans 
for  evaluating  intervening  care  for  Medicare 
patients  are  establishing  protocols  for  in-office 
review  of  patient  care. 

What  is  the  effect  of  HMO  and  Medicare  reg- 
ulations on  care  given  by  otolaryngologists? 

HMO's  were  created  at  a time  when  uti- 
lization of  hospitals  could  be  reduced  up  to 
40%  using  strict  peer  review.  Now  the  hospital 
census  is  lean  and  mean,  with  few  diagnostic 
or  marginal  admissions.  Outpatient  medical 
office  practice  peer  review  cannot  have  the 
same  effect  when  care  is  patient  initiated.  The 
increased  office  practice  created  by  strict  hos- 
pital review  and  more  outpatient  utilization 
raises  the  demand  for  physician  time.  This 
strains  our  rural  system  where  there  are  al- 
ready not  enough  “physician  hours"  in  the  day. 

Otolaryngologists  treat  both  as  primary 
physicians  and  referral  source  specialists,  but 
we  are  disturbed  by  HMO  “gate  keeper" 
mechanisms  that  tend  to  increase  the  referral 
threshold.  A timely  referral  is  an  overall  sav- 
ings and  can  increase  the  quality  of  life  for  the 
patient. 

This  “penalty  for  referral"  system  offers 
monetary  incentives  for  limiting  care  and 
makes  the  physician  the  patient's  keeper  in- 
stead of  the  patient's  advocate.  It  is  unfair  to 
ask  a doctor  to  decide  whether  his  patient  is 


“healthy  enough."  This  denies  patient  access 
to  a higher  level  of  care  for  monetary  reasons 
and  leaves  the  physician  in  a precarious  legal 
position. 

Instead  of  allowing  meaningful  regulation 
through  peer  review,  the  government  seems 
determined  to  reduce  all  care  to  minimum 
standards  being  developed  under  the  guise  of 
quality  of  care  guidelines.  Although  the  de- 
velopers deny  they  are  telling  physicians  how 
to  practice,  today's  malpractice  environment 
will  make  any  “sanctified"  set  of  standards  the 
“safe  minimum"  for  a certain  diagnosis. 
“Cookbook"  medicine  will  use  this  “safe  min- 
imum of  treatment"  to  achieve  HMO  capita- 
tion or  government  expense  targets. 

How  has  new  technology  (instruments,  lasers) 
affected  practice? 

New  technology  is  expensive  initially  and 
drives  up  cost,  but  in  the  long  run  it  means 
care  with  fewer  complications  and  less  hos- 
pitalization. Earlier  noninvasive  diagnosis  will 
save  dollars.  However,  we  must  accept  the 
reality  that  better  acute  care  intervention  leads 
to  an  older  population  with  chronic  health  care 
needs  that  become  more  expensive  to  treat.  To 
effectively  limit  the  rise  in  health  care  costs  we 
need  to  limit  technology,  but  this  solution  is 
acceptable  to  very  few  Americans. 

The  new  technology  (instruments,  lasers, 
computer  programs,  endoscopes,  better  non- 
invasive diagnostic  techniques,  safer  general 
anesthesia)  that  can  be  done  routinely  on  a 
same-day  basis  mean  a shift  from  hospital  to 
outpatient  care.  This  means  increased  services 
provided  by  the  physician  in  his  office  and 
competition  by  hospitals  for  outpatient  serv- 
ices. Increased  pressure  to  practice  the  same 
high  quality,  highly  technical,  very  expensive 
medicine  on  an  outpatient  basis  raises  part  B 
Medicare  costs.  Overhead  costs  and  the  invest- 
ment in  highly  trained  personnel  are  significant- 
ly higher.  In  a time  of  very  small  increases  in 
actual  payments  to  physicians,  physicians  are 
forced  to  compromise  levels  of  care  often  creat- 
ing dissatisfaction  with  practice  and  lawsuits. 

Physicians  are  more  able  to  change  the 
course  of  disease  than  ever  before.  New  di- 
agnoses and  treatments  are  being  discovered 
daily.  It  is  a period  of  great  change  and  we  as 
a profession  are  continually  challenged.  All  in 
all,  the  practice  of  medicine  is  still  extremely 
satisfying. 
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For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


With  Human  Insulin 


^ny  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humi^n'(§> 

human  insulin 
[recombinant  DNA  origin) 
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Nasal  Obstruction  Portending 
Nasal  Cavity  Cancer 


DOUGLAS  DAWSON,  M.D. 
ROBERT  BURGESS,  M.D. 
Iowa  City,  Iowa 


This  report  demonstrates  why  all  pa- 
tients presenting  with  persistent  nasal 
obstruction  should  be  completely  eval- 
uated because  of  the  difficulty  in  di- 
agnosing nasal  chamber  tumors. 


Nasal  obstruction  and  discharge  are 
often  symptoms  of  a wide  variety  of  in- 
fectious, inflammatory  and  allergic  diseases. 
They  are  present  in  nearly  all  individuals  at 
some  time  in  their  lives  and  hence  offer  little 
specificity  for  the  clinician.  In  addition,  few 
general  clinicians  are  comfortable  with  normal 
nasal  anatomy  or  conduct  a routine  physical 
examination  of  the  nose.  This  is  a case  report 
of  nasal  obstruction  and  discharge  lasting  5 
months,  unilateral  in  nature  and  heralding  the 
appearance  of  neuroendocrine  carcinoma  of  the 


The  authors  are  associated  with  the  Department  of  Otolaryngology- 
Head  and  Neck  Surgery,  U.  of  1.  Hospitals  and  Clinics.  Dr.  Dawson  is 
the  director  of  the  Division  of  Head  and  Neck  Oncology  in  that  depart- 
ment. 


left  nasal  cavity.  The  report  underscores  the 
difficulty  in  diagnosing  nasal  chamber  tumors 
and  typical  treatment  regimens  of  these  rare 
tumors. 

Case  Report 

In  November  1988  a 30-year-old  white  fe- 
male came  to  the  Montana  State  University 
Student  Health  Service  with  a 5-month  history 
of  increasing  nasal  congestion.  She  was  on  no 
medications  and  had  a past  history  only  of 
carcinoma  in  situ  of  the  uterine  cervix.  After 
successive  trials  of  antibiotics  and  deconges- 
tants, she  was  referred  to  a local  otolaryngol- 
ogist who  found  the  patient  to  have  a polypoid 
mass  occupying  much  of  the  left  nasal  airway. 
The  patient  underwent  removal  of  the  left  na- 
sal mass  with  a left  anterior  ethmoidectomy. 

The  patient  was  referred  to  University  of 
Iowa  Hospitals  and  Clinics  in  December  1988 
with  a chief  complaint  of  nasal  drainage.  On 
physical  exam,  no  visible  lesions  were  noted 
of  the  nose,  nasopharynx,  oropharynx  or  oral 
cavity.  A head  CT  scan  revealed  obstruction 
of  the  left  sphenoidal  sinus  outlet  with  a small 
mass  in  this  area. 

In  January  1989,  nasal  endoscopy,  a lateral 
rhinotomy,  a medial  maxillectomy  and  com- 
pletion ethmoidectomy  with  a wide  sphenoi- 
dotomy  were  performed.  On  nasal  endoscopy 
a nonfriable  polypoid  mass  was  noted  near  the 
rostrum  of  the  sphenoid  sinus  with  the  re- 
mainder of  the  exam  normal.  During  the  pro- 
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cedure  the  polypoid  mass  was  noted  to  extend 
from  the  sphenoid  rostrum  along  the  nasal 
septum  between  the  posterior  ethmoid  area 
and  the  nasal  septum.  No  bony  erosion  was 
seen.  The  procedure  was  well  tolerated  and 
the  patient  was  discharged  on  the  third  post- 
operative day.  She  received  6,000  rads  to  the 
involved  area  on  an  outpatient  basis. 

The  patient  came  to  a South  Carolina  hos- 
pital in  June  1989  with  complaints  of  nausea, 
vomiting,  an  unsteady  gait,  a 6th  cranial  nerve 
palsy  and  paraesthesia  of  her  right  lower  lip 
and  tongue.  An  MRI  revealed  abnormal  en- 
hancing lesions  in  both  cerebellar  hemispheres 
and  temporal  lobes.  An  LP  was  negative  for 
cytology.  She  was  started  on  steroids  and 
transferred  to  the  University  of  Iowa. 

The  initial  impression  on  admission  was 
the  patient  suffered  from  metastatic  disease  to 
the  brain.  A repeat  MRI  and  review  of  her  x- 
rays  suggested  the  lesions  were  due  to  radia- 
tion necrosis.  The  patient  improved  on  ste- 
roids alone  and  remained  in  the  hospital  4 days. 
She  was  sent  home  on  steroids  and  has  con- 
tinued to  improve  without  evidence  of  recur- 
rence. 

Discussion 

Neuroendocrine  carcinoma  of  the  para- 
nasal sinuses  are  rare,  malignant  neuroblastic 
tumors.^  They  were  first  described  by  Berger 
et  al  as  esthesioneuroblastomas  and  were  char- 
acterized as  uncommon  tumors  of  the  nasal 
cavities  that  have  evidence  of  olfactory  differ- 
entiation.^ Since  this  initial  description  in  1924, 
several  synonyms  have  been  used  including 
olfactory  neuroblastoma,  esthesioneuroepi- 
thelioma,  olfactory  esthesioneuroma,  intra- 
nasal neuroblastoma,  olfactory  placode  tumor, 
neural  olfactory  tumor  and  neuroendocrine 
carcinoma. The  latter  more  descriptive  term 
was  proposed  in  a new  classification  of  nasal 
cavity  tumors  by  Silva  et  al  in  1982.  It  is  felt 
this  new  classification  is  more  clinically  rele- 
vant in  regard  to  age  of  occurrence  and  bio- 
logic behavior.^ 

The  basis  of  the  new  classification  scheme 
by  Silva  was  the  clinical  relevance  in  regard  to 
age  of  occurrence  and  the  tumors  biological 
behavior.  A bimodal  age  distribution  has  been 
noted  for  these  tumors  with  the  mean  ages  for 
neuroendocrine  carcinomas  and  neuroblasto- 
mas as  20  and  50  years,  respectively.  Neuro- 


blastomas with  olfactory  differentiation  have 
been  reported  to  have  a greater  incidence  of 
metastasis;  however  neuroendocrine  carci- 
noma has  a greater  tendency  to  recur  than  the 
neuroblastomas.^  Some  studies  have  reported 
there  is  no  correlation  between  the  histological 
patterns  of  esthesioneuroblastomas.^-  ^ With  the 
newer  classification  patients  with  neruoen- 
docrine  carcinoma  have  survival  rates  of  100% 
at  5 years,  88%  at  7 years,  and  77%  at  10  years. ^ 

Neuroendocrine  carcinomas  of  the  nasal 
cavities  are  uncommon  tumors  which  are  dif- 
ficult to  differentiate  from  other  tumors.  Due 
to  the  previously  ill-defined  diagnostic  criteria 
for  these  tumors  it  is  unknown  what  propor- 
tion of  nasal  tumors  they  make  up.  Homzie 
and  Elkon  reviewed  the  literature  between  1924 
and  1980  and  found  that  a total  of  173  cases 
had  been  described.^ 

Several  authors  have  commented  on  the 
difficulty  of  distinguishing  these  tumors  from 
malignant  lymphoma,  atypical  carcinoid,  ma- 
lignant paraganglioma,  poorly  differentiated 
olfactory  neuroblastoma  and  undifferentiated 
carcinoma.®'  ® Electron  microscopy  and  special 
staining  techniques  are  usually  needed  to  make 
the  pathological  diagnosis. 

Once  the  diagnosis  of  neuroendocrine 
carcinoma  has  been  made  most  studies  ad- 
vocate surgical  excision  and  radiation  to  the 
primary  area.®-  These  tumors  have  been 
characterized  as  radiosensitive  and,  to  a lim- 
ited extent,  radiocurable.  A total  dose  of  5,000 
rads  has  been  recommended  with  the  fields 
arranged  and  tailored  to  the  extent  of  the  dis- 
ese.“ 

In  general,  chemotherapy  has  not  been 
recommended  as  the  primary  treatment  mo- 
dality; however,  Wade  et  al  presented  3 cases 
which  were  treated  primarily  with  various 
chemotherapeutic  agents  with  complete  or 
partial  remissions  occurring  in  all  3 cases.  An 
additional  9 cases  were  also  cited  in  which 
chemotherapy  was  the  secondary  mode  of 
treatment.  Four  of  the  9 cases  had  either  a 
partial  or  a complete  response.  This  review 
suggested  the  tumors  were  sensitive  to  cyclo- 
phosphamide, vincristine,  nitrogen  mustard, 
thiotepa  and  probably  doxirubicin  and  DTIC.'® 
There  has  been  a case  report  of  remission  of 
an  unresectable  esthesioneuroblastoma  with 
high-dose  cyclophosphamide,  doxirubicin,  and 
vinblastine  followed  by  autologous  bone  mar- 
row transplantation.*^ 
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It  has  been  advocated  by  some  that  un- 
resectable  patients  with  metastases  be  treated 
with  cyclophosphamide  and  vincristine  before 
irradiation  and  resection.  In  one  review,  2 of 
4 patients  treated  in  this  manner  had  complete 
responses  lasting  more  than  two  and  one  half 
years.”  These  results  suggest  more  evaluation 
is  needed  to  determine  the  efficacy  of  chem- 
otherapy in  patients  with  advanced  disease. 
The  low  incidence  of  these  tumors  precludes 
use  of  randomized  prospective  trials  and  the 
methods  for  appropriate  treatment  must  be 
largely  deduced  from  case  studies. 

This  report  emphasizes  the  need  for  com- 
plete evaluation  of  patients  presenting  with 
persistent  nasal  obstruction.  Otolaryngologic 
evaluation  is  recommended  for  all  nasal  pa- 
tients unimproved  after  convention  therapy 
whether  infectious,  inflammatory,  allergic  or 
malignant  disease  is  suspected. 
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New  Laryngeal  Surgery 
May  Improve  Voice 


STEVEN  GRAY,  M.D. 
Iowa  City,  Iowa 


Laryngeal  framework  surgery  has  in- 
creased the  options  the  otolaryngolo- 
gists have  available  to  treat  voice  dis- 
orders ranging  from  unilateral  vocal 
cord  paralysis  to  pitch  disorders. 


Anew  surgical  concept  may  improve 
treatment  of  various  voice  disorders. 
Laryngeal  framework  surgery  is  a group  of  op- 
erations designed  to  change  the  cartilaginous 
framework  to  which  the  vocal  cords  are  at- 
tached. By  changing  this  framework,  vocal  cord 
position,  length  and  tension  may  be  altered. 
Laryngeal  framework  surgery  involves  an  ex- 
ternal approach  to  the  thyroid  and  arytenoid 
cartilages.  It  is  performed  through  a small  in- 
cision in  the  neck  over  the  thyroid  cartilage. 

Usually  this  surgery  is  performed  under 
local  anesthesia  so  the  patient  may  be  able  to 
speak  while  the  adjustments  are  being  made 
on  the  vocal  cords  thus  being  better  able  to 
determine  the  final  outcome. 

Correcting  Paralysis 

The  most  common  type  of  laryngeal 
framework  surgery  is  called  vocal  fold  medi- 
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alization.  It  is  performed  for  unilateral  vocal 
cord  paralysis.  Symptoms  of  unilateral  vocal 
cord  paralysis  are  hoarseness,  breathy  voice 
and  occasionally  aspiration.  The  surgery  con- 
sists of  making  a small  window  in  the  lateral 
thyroid  ala  over  the  paralyzed  vocal  cord.  This 
window  of  cartilage  is  depressed  and  pushed 
medially  thereby  pushing  the  paralyzed  vocal 
cord  into  an  adducted  position.  The  patient  is 
asked  to  vocalize  and  adjustments  are  made 
until  good  closure  is  achieved. 

Another  method  of  treating  vocal  cord  pa- 
ralysis is  teflon  injection  of  the  paralyzed  cord. 
This  remains  a common  and  acceptable  way 
to  treat  this  disorder. 

The  second  type  of  laryngeal  framework 
surgery  is  arytenoid  adduction.  This  is  per- 
formed for  patients  who  have  unilateral  vocal 
cord  paralysis  associated  with  a very  wide  gap 
between  the  vocal  cords.  These  people  gen- 
erally have  aspiration  and  are  nearly  aphonic 
due  to  their  vocal  cord  paralysis. 

To  allow  good  closure  and  obtain  a good 
voice  result  these  patients  are  best  treated  by 
an  arytenoid  adduction  technique.  A suture  is 
placed  through  the  muscular  process  of  the 
arytenoid  cartilage  and  sutured  to  the  anterior 
edge  of  the  thyroid  cartilage.  This  pulls  the 
arytenoid  in  a fully  adducted  position  and  al- 
lows for  much  better  glottic  closure.  Some- 
times these  patients  may  require  both  aryte- 
noid adduction  and  vocal  fold  medialization 
for  best  correction  of  their  paralyzed  vocal  cord. 

Changing  Voice  Pitch 

Another  problem  which  can  be  handled 
with  laryngeal  framework  surgery  is  that  of 
pitch  change.  Occasionally  a man  or  woman 
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may  wish  to  have  a deeper  voice.  This  can  be 
partially  accomplished  by  performing  a vocal 
cord  relaxing  procedure.  This  typically  will  de- 
crease the  speaking  pitch  by  about  30  hertz. 
This  surgery  is  performed  through  a small  in- 
cision in  the  neck.  The  area  of  the  thyroid  car- 
tilage to  which  the  vocal  cords  attach  is  re- 
leased and  placed  posteriorly  approximately  3 
mm.  This  reduces  the  tension  on  the  vocal 
cord  and  the  pitch  lowers.  This  surgery  is  done 
under  local  anesthesia  so  the  patient  is  awake 
and  able  to  phonate  and  vocalize  during  the 
surgery  to  allow  better  pitch  control. 

Laryngeal  framework  surgery  is  gaining 
popularity  among  otolaryngologists  because  it 
allows  the  surgeon  to  have  a more  predictable 
result  since  the  patient  may  speak  during  the 
actual  operation.  Another  advantage  is  the 
surgery  is  performed  on  the  framework  of  the 
larynx  but  not  on  the  vocal  cords  themselves. 
This  leads  to  less  scarring  of  the  vocal  cord 
and  consequently  a better  voice  result. 


This  surgery  increases  the  options  the  oto- 
laryngologist has  available  to  treat  voice  dis- 
orders ranging  from  unilateral  vocal  cord  pa- 
ralysis to  pitch  disorders.  Other  surgical 
methods  for  voice  disorders  including  teflon 
injection,  gel  foam  injection,  laser  and  micro 
laryngeal  surgery  still  remain  important  meth- 
ods to  treat  voice  disorders. 
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[HI  ave  you  told  your  patients 
everything? 

Medical  malpractice  is  a rising  concern  facing  every  physi- 
cian. One  aspect  of  malpractice  that  has  been  addressed  is 
the  area  of  informed  consent.  A state  supreme  court  recently 
set  forth  guidelines  of  what  constitutes  informed  consent. 
Highlighting  the  code  is  the  need  for  "procedure-specific  con- 
sent forms."  While  not  a perfect  insurance  against  lawsuits, 
"procedure-specific  consent  forms"  can  help  a physician  more 
adequately  prepare  his/her  patient  for  a procedure. 

The  state's  code  requires  a procedure  be  explained  in 
general  terms  along  with  the  known  risks  and  complications 
possible  plus  the  probability  of  occurence  of  these  risks. 

Med-Surg  Consent  Forms  provide  the  physician  with 
reliable  outlines  for  discussion  and  allow  the  patient  to  ask 
questions  before  the  procedure. 

The  forms  are  in  packets  of  25  for  each  of  54  specific  pro- 
cedures. Packets  are  $25  each. 

Customization  is  available  for  individual  practices. 

For  more  information,  contact: 

Med-Surg  Consent  Forms,  Ltd. 

1188  Sixth  Ave.,  Des  Moines,  Iowa  50314 
1 - (515)  282-5804 
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I want  a 

malpractice  carrier 


that  knows  how  to 
fiffht.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  fighting  for  onr 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  onr  winning 
record  is  unsurjjassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  exjrc'rienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
linancial  strength  and  stability.  Witli  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
Ijased  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  woidd  like  this  kind  of  aggressive 
defense  in  your  comer,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 
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Urolithiasis:  Extracorporeal 
Shock  Wave  Lithotripsy  and 
Endourologic  Techniques 


HOWARD  N.  WINFIELD,  M.D. 
Iowa  City,  Iowa 


The  author  discusses  effective  treat- 
ment of  stubborn  kidney  stones^  utiliz- 
ing extracorporeal  shock  wave  litho- 
tripsy augmented  with  traditional 
endourologic  techniques. 


The  last  decade  has  seen  remarkable  de- 
velopment in  management  of  urolithiasis. 
Prior  to  the  mid  1970s,  open  surgery  was  the 
traditional  approach  to  calculi  too  large  to  pass 
spontaneously  through  the  upper  collecting 
system.  The  postoperative  course  sometimes 
included  persistent  urinary  drainage  or  wound 
infection  but  was  generally  uneventful,  with 
a 4-  to  6-week  healing  period. 

In  the  late  1970s,  endourology  came  into 
vogue.  This  term  encompasses  closed,  con- 
trolled manipulations  of  the  urinary  tract  (such 
as  transurethral  procedures  of  cystoscopic  and 
ureteroscopic  stone  manipulation  or  extrac- 
tion) but  primarily  refers  to  percutaneous  neph- 
rolithotony  (Gr.  nephros  kidney,  Gr.  lithos  stone. 


Dr.  Winfield  is  associated  with  the  Department  of  Urology,  Uni- 
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Gr.  teinein  to  stretch).  This  procedure,  also 
known  as  percutaneous  nephrolithotripsy , is  uti- 
lized for  removal  of  renal  and/or  ureteral  cal- 
culi through  a posterior  percutaneous  artificial 
tract  directly  through  the  renal  parenchyma 
into  the  collecting  system. 

The  first  description  of  this  procedure  in 
the  modern  literature  was  in  the  1940s  by  Ru- 
pel  and  Brown,  followed  in  1955  by 
W.  Goodwin  and  colleagues  using  the  tech- 
nique of  percutaneous  nephrostomy  place- 
ment.^- 2 However,  the  procedure  never  caught 
on  until  radiological  instrumentation  im- 
proved and  close  collaboration  developed  be- 
tween departments  of  urology  and  interven- 
tional radiology. 

In  percutaneous  nephrolithotripsy,  an  18G 
nephrostomy  needle  is  used  to  puncture  an 
appropriate  posterior  calyx,  allowing  entrance 
of  an  0.035-inch  guidewire  into  the  collecting 
system  and  down  the  ureter.  The  tract  is  di- 
lated up  to  28-34F  using  rigid  or  balloon  di- 
lators. This  procedure  can  be  done  under  as- 
sisted intravenous  sedation  but  is  usually 
performed  under  general  or  epidural  anesthe- 
sia. Once  the  tract  is  created  and  held  open 
with  a sheath,  the  surgeon  looks  directly  into 
the  collecting  system  with  a rigid  or  flexible 
nephroscope  and  extracts  the  stone(s)  using 
graspers  or  baskets.  If  the  stone  is  too  large  to 
remove  in  one  piece,  ultrasonic  or  electrohy- 
draulic  energy  fragments  the  stone. 

Following  the  procedure,  a nephrostomy 
tube  (20-22F  Malecot  or  Council  catheter)  is  left 

(Continued  next  page) 
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Figure  1.  Positioning  of  patient  in  HM3  Dornier  Lith- 
otripter  so  the  targeted  stone  comes  into  focus  at  F2,  the 
point  of  maximum  pressure. 


in  the  renal  pelvis  for  temporary  drainage  to 
ensure  there  are  no  perforations  of  the  col- 
lecting system  or  residual  stone  fragments.  The 
nephrostomy  tube  is  removed  and  leakage 
ceases  usually  within  24  hours.  Possible  intra- 
operative complications  include  hemorrhage 
(3%),  perforation  of  renal  pelvis  or  ureter,  per- 
irenal fluid  collection,  pneumothorax,  hemo- 
thorax, loss  of  nephrostomy  tract,  abdominal 
viscera  injury,  displacement  of  calculi,  equip- 
ment failure,  anesthetic  risk  and  avulsion  of 
ureteropelvic  junction.^-  ^ 

However,  compared  with  open  surgery, 
morbidity  is  low  and  hospital  time  is  reduced 
by  3-4  days.  The  patient  returns  to  full  activity 
1-2  weeks  after  surgery,  compared  to  3-6  weeks 
after  open  surgery. ^ The  residual  stone  rate  is 
comparable. 

Innovative  Technique 

In  the  early  1980s,  an  exciting  and  inno- 
vative technique  broke  into  clinical  practice  in 
West  Germany  — extracorporeal  shock  wave  lith- 
otripsy  (ESWL).^  The  first  Dornier  kidney  lith- 
otripters  in  the  United  States  in  1984  demon- 
strated over  70%  of  all  upper  collecting  system 
calculi  could  be  treated  effectively  without  the 
morbidity  of  percutaneous  or  open  surgery. 

ESWL,  as  used  in  most  centers  in  the  U.S., 
involves  the  HM3  model.  The  patient  is  ad- 
ministered an  epidural  or  general  anesthetic 
and  positioned  in  the  “water  bath"  so  the 
stone(s)  come  into  focus  on  2 fluoroscopic 
screens;  this  is  the  “F2  point"  (Figure  1).  The 
machine  creates  an  electrical  discharge  that 
passes  down  an  electrode.  The  electrical  spark 
heats  the  water,  causing  explosive  vaporiza- 
tion and  expansion  and  forming  the  "hy- 
draulic shock  wave."  The  wave  is  focused  elec- 


tronically by  the  surrounding  ellipsoid,  which 
sends  the  wave  off  towards  the  calculus. 

As  the  body  tissues  contain  enough  water, 
the  hydraulic  shock  waves  are  able  to  pass 
through  with  no  measurable  damage  or  loss 
of  energy.  On  striking  the  calculus,  the  energy 
is  released  and  pulverization  begins.  Depend- 
ing on  the  size,  density  and  location  of  the 
stone,  up  to  2,400  shocks  may  be  required. 
Assuming  good  pulverization  of  the  stone,  the 
material  will  pass  out  of  the  urinary  tract  with 
minimal  pain  or  other  problems.  For  "ideal 
stones"  (stones  calcified  to  allow  optimal  vis- 
ualization, less  than  3 cm  in  diameter  or  lo- 
cated in  renal  pelvis  or  a well-drained  calyx) 
ESWL  is  far  superior  to  percutaneous  or  open 
surgery. 

Over  the  next  few  years,  ESWL  was  tested 
on  "less  ideal"  calculi.  These  stones  were 
larger,  sometimes  partial  or  complete  stag- 
horns, located  in  the  ureter  (mid  or  proximal), 
radiolucent  stones  (urate  or  cystine),  some- 


'However,  compared  with  open 
surgery,  morbidity  is  low  and  hos- 
pital time  is  reduced  by  3-4  days. 
The  patient  returns  to  full  activity 
1-2  weeks  after  surgery.' 


times  behind  narrowed  infundibuli  or  in  cal- 
yceal diverticula.  Complications  occurred  after 
ESWL  monotherapy  for  these  less  ideal  stones 
and  the  continued  need  for  endourological 
procedures  became  apparent. 

Endourological  procedures  ancillary  to 
ESWL  remain  necessary  in  treating  the  follow- 
ing kinds  of  stones: 

• Radiolucent  stones  (i.e.,  uric  acid,  cys- 
tine, some  infection  stones)  require  transure- 
thral cystoscopic  placement  of  ureteral  cathe- 
ters for  injection  of  iodinated  contrast  material 
to  aid  in  visualization  of  the  calculi  on  the  ESWL 
fluoroscopic  monitors. 

• Cystine  stones,  which  are  relatively  ra- 
diolucent and  do  not  break  up  well  with  ESWL 
due  to  their  intrinsic  hardness.  If  they  are  over 
1 cm,  they  are  best  managed  by  percutaneous 
extraction  and/or  chemical  dissolution. 

• Calculi  in  the  distal  third  of  the  ureter, 
unless  they  can  be  manipulated  into  the  upper 
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Figure  2.  Stone  remnant  rate  of  patients  with  staghorn 
calculi  treated  with  either  percutaneous  nephrolithotripsy 
or  ESWL  monotherapy.  At  8 months  following  treatment, 
39%  of  patients  treated  with  ESWL  alone  still  have  stone 
fragments  in  kidney  compared  with  1 4%  of  patients  treated 
with  percutaneous  nephrolithotripsy.  (Reproduced  by  per- 
mission: Winfield,  HN,  et  al:  Monotherapy  of  staghorn 
renal  calculi:  a comparative  study  between  percutaneous 
nephrolithotomy  and  extracorporal  shock  wave  lithotripsy, 
y Urol  139:895-99.) 


porizing  measure  for  stones  approaching  the 
size  of  partial  or  complete  staghorn  calculi. 

• It  has  become  apparent  the  optimal  way 
to  treat  most  staghorn  calculi  is  initial  debulk- 
ing  with  percutaneous  nephrolithotripsy,  fol- 
lowed a few  days  later  by  ESWL.  The  reduced 
stone  burden  now  has  2 exit  routes.  With  this 
combined  approach  to  large  stones,  the  asso- 
ciated morbidity  of  each  procedure  is  reduced 
and  hospital  stay  is  decreased. 

• A major  concern  with  ESWL  mono- 
therapy for  larger  stones  has  been  the  residual 
stone  remnant  rate.  The  incidence  of  stone 
growth  and/or  recurrence  is  augmented  in  the 
case  of  infection-related  stones.  Residual  in- 
fected stone  material  acts  as  the  nidus  for  fur- 
ther infection  and  the  correct  milieu  for  stone 
growth.  What  occurs  with  residual  stone  not 
associated  with  infection  is  presently  un- 
known. However,  the  various  theories  of  stone 
crystallization  and  formation  suggest  super- 
saturated urine  with  lack  of  urinary  inhibitors 
in  the  presence  of  a "triggering  nidus"  of  stone 
may  be  the  right  ingredients  for  further  stone 
formation. 

(Continued  next  page) 


ureter  or  renal  pelvis  by  endourological  tech- 
niques, cannot  be  focused  on  the  HM3  ma- 
chine. They  are  best  managed  by  ureteroscopic 
basket  extraction. 

• Stones  in  the  mid  or  proximal  ureter  are 
difficult  to  visualize  without  a ureteral  stent. 
If  they  cannot  be  manipulated  to  the  renal  pel- 
vis or  bypassed  by  a ureteral  stent,  they  do 
not  break  up  well.  Thus,  the  approach  to  ure- 
teral calculi  today  is  "push  back  and  then 
smash!"  Stones  in  the  ureter  that  do  not  pul- 
verize after  ESWL  require  percutaneous  an- 
tegrade or  ureteroscopic  retrograde  extraction. 

• With  the  use  of  ESWL  monotherapy  for 
stones  over  3 cm,  the  rate  of  ureteral  obstruc- 
tion by  Steinstrasse  (Ger.  "street  of  stone")  rises 
significantly.  The  stone  burden,  though  well 
pulverized,  is  too  great  for  the  ureter  to  han- 
dle. Fever,  significant  renal  colic,  sepsis  and 
loss  of  renal  function  may  result  without  an- 
cillary procedures  such  as  percutaneous  ne- 
phrostomy tube  placement  or  ureteroscopy. 
Further  studies  have  demonstrated  initial  cys- 
toscopic  placement  of  a double-]  ureteral  cath- 
eter prior  to  ESWL  for  larger  stones  allows  the 
stone  burden  to  pass  down  into  the  bladder 
more  safely.^  However,  this  may  be  a tern- 
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In  a recent  study  comparing  ESWL  mon- 
otherapy to  percutaneous  nephrolithotomy 
monotherapy  for  staghorn  calculi,  the  residual 
stone  remnant  rate  at  8 months  follow-up  was 
39%  for  ESWL  and  14%  for  percutaneous  sur- 
gery (Figure  2).  It  is  now  suggested  combined 
treatment  for  larger  stones  will  lead  to  earlier 
stone-free  status.® 

• In  cases  where  stones  are  behind  nar- 
rowed infundibuli,  ureteropelvic  junctions  or 
in  calcyceal  diverticuli,  ESWL  may  pulverize 
the  stone  but  stone  fragments  will  probably 
not  pass  through  the  collecting  system.  These 
cases  would  be  best  managed  by  percutaneous 
surgery  for  removing  the  stone  and  dilating 
the  strictured  areas.®’ 

• Finally,  endourological  procedures  are 
being  applied  to  the  correction  of  ureteropelvic 
junction  obstruction,  ureteral  strictures,  ure- 
terointestinal  anastomotic  strictures  and  even 
urethral  strictures.  We  recently  initiated  a study 
to  examine  the  possibilty  transurethral  balloon 
dilatation  of  the  prostatic  urethra  may  be  the 
appropriate  treatment  for  selected  patients  with 
symptomatic  benign  prostatic  hyperplasia. 


In  conclusion,  endourology  plays  an  im- 
portant role  in  management  of  urolithiasis  in 
association  with  ESWL.  To  effectively  treat  all 
stones,  “stone  centers"  require  clinicians  ex- 
perienced in  ESWL  and  endourologic  tech- 
niques. 
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A Search  For  Unusual  Cases 

Medical  cases  are  varied  and  challenging. 
All  are  not  textbook  in  character.  Some  are 
exciting,  some  unbelievable  and  some  just 
interesting.  The  editors  of  iowa  M£D/c/a/£  be- 
lieve our  readers  can  recall  some  interesting 
cases  encountered  in  practice.  We  do  not 
seek  long  case  reports,  nor  must  they  be  sci- 
entific in  the  purest  sense.  Please  share  your 
experiences  with  us  and  our  readers!  Send 
your  curious  cases  to  iowa  medicine,  1001 
Grand  Avenue,  West  Des  Moines,  lA  50265. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


Why  Buy  Equipment  For  Your 
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• Leasing  lets  you  retain  cash  in  your  prac- 
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when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
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latest  equipment  to  maintain  maximum  effi- 
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There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
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The  body’s 
most  vital  muscle 
has  been 
hidden  from  view 


Until  now?  at 

You  can  see  the  future  of  heart  care  at  Saint 
Joseph  Hospital/Creighton  University  Medical  Center. 
Because  Saint  Joseph  can  “see”  the  heart  like  no  other 
hospital  in  Nebraska. 

Saint  Joseph  is  one  of  the  first  hospitals  in  the 
country’  to  offer  Positron  Emission  Tomography  in  clinical 
care.  A noninvasive  PET  scan  provides 
the  physician  with  unique,  potentially' 
lifesaving  information  about  the  via- 


Saint  Joseph. 

bility  of  the  heart  muscle.  It  can  help  you  plan  treat- 
ments, predict  the  outcome  of  surgical  vs.  nonsurgical 
options  and  rule  out  heart  disease  in  the  presence  of 

inconclusive  evidence. 

At  most  hospitals,  PET  and  its  advantages  are 

only  a promise  of  things  to  come.  But  they’re  present 
today  at  Saint  Joseph/Creighton  - 
the  hospital  with  a vision  of  what  heart 
care  should  be. 


Saint Josq)h  Hosptal 


_ Creigjiton  University  Medical  Center  _ 
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The  Editor  Comments 


Leadership 


Reason  and  calm  judgment,  the  qualities  espe- 
cially belonging  to  a leader. 

— Tacitus,  Latin  Historian,  c.  AD  55-cll7 

Autumn  has  approached  and  in  the  com- 
ing months  we  are  enjoying  the  splen- 
dor of  nature's  changing  colors.  The  warm 
sunshine  of  the  day  and  the  cool  nights  add 
to  the  pleasures  of  autumn.  We  can  think  of 
cold  winds  and  snow  later.  For  now  it  is 
multi-colored  leaves,  the  last  blooms  of  the 
flowers,  and  the  thrill  of  our  favorite  football 
team's  victories. 

There  is  another  aspect  of  this  time  of 
year  that  demands  our  attention.  Autumn 
seems  to  be  a starting  point  in  responsibili- 
ties of  life.  The  summer  leisures  are  over, 
the  children  and  youth  have  returned  to 
school  and  the  activities  of  various  organiza- 
tions are  renewed.  The  medical  profession 
likewise  embarks  on  a new  year  of  non-clini- 
cal  activities.  Our  societies  renew  their 
monthly  meetings,  the  hospital  staff  meet- 
ings are  resumed  and  the  announcements  of 
the  winter's  menu  of  CME  courses  are  more 
prevalent  in  our  mail. 

These  activities  that  require  time  and  ef- 
fort carry  a responsibility  that  varies  in  each 
individual.  Recently  I read  a comment  about 
leadership  that  had  a meaning  which  can 
apply  to  all  of  us.  The  writer  was  explaining 
how  leadership  is  closely  linked  to  being  a 
prophet  as  well  as  a seeker.  The  prophet 
brings  vision  and  penetrating  insight.  The 
seeker  brings  openness,  aggressive  searching 
and  good  critical  judgment.  The  leader  adds 
the  art  of  persuasion  backed  by  persistence, 
determination  and  the  courage  to  venture 
and  risk.  The  outstanding  leader  can  be  both 


a prophet  and  a seeker  as  well.  Some  find  it 
difficult  if  not  impossible  to  be  either,  but 
each  one  of  us  can  develop  skills  that  add  to 
the  activities  of  our  non-clinical  responsibili- 
ties in  our  chosen  profession. 

It  is  to  the  leaders  that  I address  these 
comments.  Our  leaders  must  be  more  than 
figure  heads  . . . but  unfortunately  some  are 
elected  to  a post  because  no  one  else  wanted 
the  position.  To  those  who  have  accepted 
such  a position,  carry  the  gavel  with  pride,  a 
sense  of  responsibility  and  a desire  to  man- 
age the  task.  Sometimes  leadership  is  fright- 
ening because  it  demands  efforts  that  may 
be  outside  our  usual  manner  of  life.  The 
leader  has  to  take  risks.  The  leader  has  to 
look  beyond  ...  to  visualize  the  future  and 
avoid  being  buried  in  the  present.  And  the 
leader  has  to  motivate  others  to  act  with 
equal  high  values. 

Leadership  can  earn  respect;  but  not  al- 
ways popularity.  Yet,  the  leader  who  dem- 
onstrates actions  based  on  factual  ideals  may 
show  eventually  that  the  respect  can  be  cou- 
pled with  increasing  popularity.  It  is  a diffi- 
cult task  to  be  in  the  leadership  role.  The 
good  leader  fosters  interest  by  the  followers 
so  that  they  are  more  active  and  often  be- 
come leaders  in  their  own  right.  Then  the 
leader  helps  others  find  success.  Leadership 
is  an  art  that  can  be  developed  in  others, 
much  as  a good  teacher  stimulates  students 
to  become  teachers.  Were  it  not  for  such  a 
succession  of  "passing  the  baton"  (gavel) 
our  society  would  falter.  This  has  been  dem- 
onstrated too  often  at  higher  levels  of  society 
wherein  poor  leadership  fosters  failure.  Each 
of  us  has  a responsibility  to  society,  so  each 
in  our  individual  way  must  strive  to  be  a 
leader.  — M.E.A. 
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Richard  M.  Caplan^  M.D 


CME  Notebook 


Touching 


Try  this  easy  test  question:  Each  item  of 
the  following  list  has  been  largely  re- 
placed in  modern  diagnostic  and  therapeutic 
efforts  by  what? 

• Feeling  a patient's  brow  to  judge  the 
presence  of  fever 

• Listening  for  lung  or  heart  sounds  by 
direct  or  indirect  auscultation 

• Judging  a woman's  pelvic  outlet  to  de- 
termine its  adequacy  for  normal  childbirth 
• Performing  a neurological  exam  to  as- 
sess the  likelihood  of  intervertebral  disc  pro- 
trusion 

The  answers:  measuring  body  tempera- 
ture with  a clinical  thermometer;  taking  a 
roentgenogram  of  the  chest  and/or  an  echo- 
cardiogram; ordering  X-ray  pelvimetry;  ob- 
taining a CT-scan  or  MRI  of  the  region  in 
question. 

Next:  How  are  the  above  answers  alike? 
First,  in  contrast  to  the  items  in  the  initial 
question,  they  are  almost  never  performed 
by  the  physician  who  seeks  the  information. 
Ordinarily,  they  aren't  performed  by  physi- 
cians at  all,  although  some  physician  is 
likely  to  intepret  an  image  of  some  sort.  Sec- 
ond, the  procedures  listed  in  the  question 
involve  a physician  actually  touching  the  pa- 
tient; in  the  substituted  situation,  however, 
the  skin-to-skin  contact  is  omitted.  Does  it 
matter?  1 think  it  matters  enormously.  And 
not  just  because  1,  as  a dermatologist,  think 
skin  has  some  peculiar  therapeutic  power. 
Rather,  the  psychological  symbolism  of  a hu- 
man touch  conveys  caring. 

An  acquaintance  recently  complained 
that  3 consecutive  orthopedic  surgeons  she 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


consulted  for  a protracted  episode  of  disa- 
bling lumbar  muscle  spasms  never  touched 
her  back.  They  observed  her  disordered 
movements,  heard  her  story,  commented  on 
the  impressive  loss  of  lordotic  curve,  or- 
dered and  looked  at  her  X-ray  pictures,  sug- 
gested rest,  exercise  and  medication  routines 
— but  never  once  touched  her  back.  Maybe 
there  were  no  further  useful  data  to  be  gath- 
ered through  touching,  but  this  patient  ob- 
viously thought  touch  would  have  provided 
them  useful  information. 

More  important,  probably,  is  the  notion 
that  touch  has  healing  properties  of  high  or- 
der. From  biblical  stories  of  healing  (old  and 
new  Testaments)  through  modern  "faith 
healers,"  or  the  touch  of  the  king  to  "cure" 
scrofula,  our  culture  associates  direct  contact 
with  healing.  To  soothe  or  relieve  pain  with 
a touch  or  caress  may  be  learned  behavior 
rather  than  instinctual,  but  it  is  learned  early 
and  profoundly. 

Some  medical  careers  don't  need  or  al- 
low for  touching  the  patient,  a fact  that  may 
attract  some  physicians.  But  any  others  who 
deal  directly  with  patients  need  to  under- 
stand the  value  of  the  touch.  Call  it  placebo, 
if  you  wish,  but  make  the  most  of  it.  You 
can  hardly  find  a safer,  less  expensive,  more 
effective  placebo.  I'm  not  talking  about  ther- 
apeutic massage,  or  the  touching  that  re- 
duces a fracture.  I know  of  no  CME  courses 
in  the  touching  of  which  I speak,  but  would 
gladly  try  to  arrange  individualized  training 
for  those  who  recognize  their  inadequacy 
and  can't  solve  it  alone.  It  is  not  quackery  or 
mysticism.  In  educational  jargon,  it  is  a psy- 
chomotor skill,  as  are  skiing  or  playing  the 
flute,  and  can  be  learned  in  behalf  of  the 
physician's  highest  calling. 
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R9land  E.  Herrington,  M.D. 

Director,  Chemical  Dependency  Division 


''HIGH-POWERED 
PROFESSIONALS 
HAVE  A TOUGH 
TIME  GETTING 
HELP  IN  ORDINARY 
PROGRAMS.  IT 
TAKES  SPECIAL 
PEOPLE  TO  DEAL 
WITH  THEM." 

Independent.  Demanding.  Driven.  All  are  characteristics  of 
success-oriented  professionals.  They're  characteristics  that 
contribute  to  professional  achievement,  but  can  prevent  j 
effective  treatment  of  chemical  dependency  problems. 

The  McBride  Center  exists  specifically  to  help 
impaired  professionals  (physicians,  lawyers, 
executives,  etc.)  deal  with  alcohol,  cocaine 
and  other  drug  dependencies.  Our  highly 
skilled  specially-trained  people  are 
experienced  in  dealing  with  the 
special  problems  of  the  professional 
including  re-entry  into  their 
practice  or  profession. 

The  McBride  Center  program  offers 
individualized  treatment  in  a 
highly  confidential  environment. 

Assistance  is  available  on  both 
an  in-patient  and  out-patient 
basis  for  patients  and  their 
families.  For  additional 
information  contact  the 
McBride  Center. 

Milwaukee  (414)  258-2600 
Madison  (608)  255-1116 


MCBRIDE  CENTER 


MILWAUKEE  PSYCHIATRIC  HOSPITAL 


EXPEMENCE  MAKES  ALL  THE  DIFFERENCE 


A private,  non-profit  organization,  dedicated  to  leadership  in  mental  health  services.  Established  in  1884. 
A teaching  affiliate  of  the  Medical  College  of  Wisconsin. 


For  the  last  ivord 
in  relief  from  acute  pain 
without  surgery. 

Pain  relief  can  be  provided  for 
your  patients  who  suffer  from  low 
back,  myofascial,  headache,  can- 
cer pain,  and  post-traumatic  and 
post-operative  pain  syndromes 
without  surgery. 

Experienced,  expert  anesthe- 
siologists at  the  Mercy  Nerve 
Block  Center  can  help  patients 
alleviate  pain  using  neural  block- 
ade and  other  pain  management 
methods.  Treatment  methods 
may  include  a variety  of  special- 
ized procedures,  medications, 
injections  and  transcutaneous 
nerve  stimulation  (TNS). 

To  help  your  patients  overcome 
the  debilitating  and  demoralizing 
effects  of  longer  term  recurring 
pain,  refer  them  to  the  Mercy 
Nerve  Block  Center  — an  out- 
patient unit  now  located  on  the 
second  floor  of  Mercy  Medical 
Plaza  East. 

b\)r  information,  or  to  arrange 
an  appointment,  call  (515)  247- 
8650  today. 

And  offer  your  patients  relief 
from  pain  without  surgery. 


f /MERCY 


HOSPITAL 

MEDICAL 

CENTER 


Sixth  & University  • Des  Moines,  Iowa  50314 


Practice  Management 


Record  Retention 


Maintaining  business  records  can  be  a 
costly  and  difficult  process.  No  one  ever 
seems  to  know  who  should  keep  what,  where 
or  for  how  long.  The  following  checklist,  com- 
piled by  the  American  Institute  of  Certified 


Public  Accountants,  should  help  answer  most 
basic  record  retention  questions.  Because  state 
statutes  on  tax  and  payroll  records  vary  widely, 
you  should  check  with  your  state  tax  commis- 
sioner for  specific  details. 


Record 

Retain 

Record 

Retain 

Accident  report/claims  (settled  cases) 

7 yrs 

Magnetic  tape  and  tab  cards 

1 year 

Accounts  payable  ledgers  and  schedules 

7 yrs 

Minute  books  of  directors,  stockholders 

Accounts  receivable  ledgers  and  schedules 

7 yrs 

bylaws  and  charter 

perm 

Audit  reports 

perm 

Notes  receivable  ledgers  and  schedules 

7 yrs 

Bank  reconciliations 

2 yrs 

Options  records  (expired) 

7 yrs 

Bank  statements 

3 yrs 

Patents  and  related  papers 

perm 

Capital  stock  and  bond  records:  ledgers,  transfer 

Payroll  records  and  summaries 

7 yrs 

registers,  stubs  showing  issues,  record  of  interest 

Personnel  files  (terminated) 

7 yrs 

coupons,  options,  etc. 

perm 

Petty  cash  vouchers 

3 yrs 

Cash  books 

perm 

Physical  inventory  tags 

3 yrs 

Charts  of  accounts 

perm 

Plant  cost  ledgers 

7 yrs 

Checks  (canceled  — see  exception  below) 

Checks  (canceled  for  important  payments,  i.e.  taxes, 
purchases  of  property,  special  contracts,  etc.  Checks 

7 yrs 

Property  appraisals  by  outside  appraisers 
Property  records,  including  costs,  depreciation 
reserves,  year-end  trial  balances,  depreciation 

perm 

should  be  filed  with  the  papers  pertaining  to  the 

schedules,  blueprints  and  plans 

perm 

underlying  transactions) 

perm 

Purchase  orders  (except  purchasing  department  copy) 

1 year 

Contracts,  mortgages,  notes  and  leases  (expired) 

7 yrs 

Purchase  orders  (purchasing  department  copy) 

7 yrs 

(unexpired) 

perm 

Receiving  sheets 

1 year 

Correspondence  (general) 

2 yrs 

Retirement  and  pension  records 

perm 

Correspondence  (legal  and  important  matters  only) 

perm 

Requisitions 

1 year 

Correspondence  (routine)  with  customers 

Sales  commission  reports 

3 yrs 

and/or  vendors 

2 yrs 

Sales  records 

7 yrs 

Deeds,  mortgages  and  bills  of  sale 

perm 

Scrap  and  salvage  records  (inventories,  sales,  etc.) 

7 yrs 

Depreciation  schedules 

perm 

Stenographers  notebooks 

1 year 

Duplicate  deposit  slips 

2 yrs 

Stock  and  bond  certificates  (canceled) 

7 yrs 

Employment  applications 

3 yrs 

Stockroom  withdrawal  forms 

1 year 

Expense  analyses/expense  distribution  schedules 

7 yrs 

Subsidiary  ledgers 

7 yrs 

Financial  statements  (year-end,  other  optional) 

perm 

Tax  returns  and  worksheets,  revenue  agents  reports 

Garnishments 

7 yrs 

and  other  documents  related  to  determination  of 

General/private  ledgers,  year-end  trial  balance 

perm 

income  tax  liability 

perm 

Insurance  policies  (expired) 

3 yrs 

Time  books/cards 

7 yrs 

Insurance  records,  current  accident  reports. 

Trademark  registrations  and  copyrights 

perm 

claims,  policies,  etc. 

perm 

Training  manuals 

perm 

Internal  audit  reports  (longer  retention  periods 

Union  agreements 

perm 

may  be  desirable) 

3 yrs 

Voucher  register  and  schedules 

7 yrs 

Internal  reports  (miscellaneous) 

3 yrs 

Vouchers  for  payments  to  vendors,  employees,  etc.  (in- 

Inventories  of  products,  materials  and  supplies 

7 yrs 

eludes  allowances  and  reimbursement  of  employees. 

Invoices  (to  customers,  from  vendors) 

7 yrs 

officers,  etc.,  for  travel  and  entertainment  expenses) 

7 yrs 

Journals 

perm 

Withholding  tax  statements 

7 yrs 

yrs  = years  perm  = permanently 
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Iowa  Department  of  Public  Health 


Collecting  Vital 
Statistics 


The  state  legislature  established  in  1880 
what  is  now  the  Iowa  Department  of  Pub- 
lic Health  (IDPH)  to  “provide  for  the  collection 
of  vital  statistics.  . . Over  a century  later, 

j ’ 

the  department  has  expanded  responsibilities 
including  administering  programs  for  disease 
prevention,  substance  abuse,  health  care  ac- 
cess and  cost  containment.  However,  collect- 
ing vital  statistics  continues  to  be  an  important 
task. 

Statistics  Custodians 

Now  accumulating  100,000  certificates  per 
year,  IDPH  is  the  custodian  for  over  10  million 
certificates  of  births,  marriages,  dissolutions 
and  deaths  dating  back  to  the  late  nineteenth 


'Physicians  are  encouraged  to  re- 
view their  policies  and  proce- 
dures to  assure  timely,  accurate 
and  complete  filing  of  birth  and 
death  certificates.' 


century.  The  department  issues  over  75,000 
certified  copies  of  these  certificates  annually. 
These  records  are  more  valuable  than  the  frag- 
ile volumes  of  parchment  or  the  rolls  of  mi- 
crofilm belie.  They  are  “vital  records"  because 
the  documents  establish  heritage,  rights,  priv- 
ileges and  a basis  for  epidemiological  research. 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


Delays  and  omissions  in  the  production 
of  these  basic  documents  translate  into  hard- 
ship to  lowans  and  postpone  the  availability 
of  tools  necessary  to  act  on  emerging  health 
threats.  On  a personal  level,  families  are  un- 
able to  qualify  for  basic  assistance  programs, 
surviving  family  members  are  unable  to  re- 
ceive life  insurance  benefits  or  estate  settle- 
ments and,  for  retirees,  pension  benefits  are 
delayed.  On  a more  global  level,  delays  in  birth 
or  death  registration  preclude  possible  life- 
saving interventions  when  newly  recognized 
patterns  of  disease  or  trauma  could  be  iden- 
tified. 

Guidelines  for  Physicians 

To  comply  with  the  law,  help  lowans  who 
need  copies  of  vital  records  and  enable  timely 
epidemiological  research,  physicians  need  to: 

• Sign  birth  certificates  within  3 days  of 
the  event. 

• Sign  death  certificates  within  24  hours 
of  the  event. 

• Type  all  entries  (including  physician 
name  and  address)  except  signature. 

• Complete  all  sections  and  check  for  ac- 
curacy. 

• Sign  certificates  in  black  ink. 

Physicians  are  encouraged  to  review  their 
policies  and  procedures  to  assure  timely,  ac- 
curate and  complete  filing  of  birth  and  death 
certificates.  Training  physicians  and  hospital 
staff  on  filing  these  vital  records  is  available 
through  IDPH. 

For  more  information,  contact  Cheryl 
Grasty,  Bureau  of  Vital  Records,  at  515/281- 
4946. 
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MOST  OF  THE 
BUIl 
TREATE 


OPLE  IN  THIS 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMP  AC  helps  make  sure  that  our  views  are  heard! 

IMP  AC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  allects  our 
patients  and  our  prolession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


aMiPii© 

IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
1001  Grand  Avenue  / West  Des  Moines,  Iowa  Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  lA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
contributions  should  be  written  on  a personal  check. 


THE 

IOWA  MEDICAL  SOCIETY 
ENDORSED  INSURED 
ANNUITY  CONTRACT 


• For  groups/individuals/family/employees  of  Iowa  physicians 

• $5000  minimum  (except  for  IRA  — $2000) 

• Competitive  quarterly  interest: 

1st  $25,000  8.5% 

2nd  $25,000  9.0% 

over  $50,000  9.5% 

• No  load:  no  management,  policy  or  administrative  fee 

• No  current  taxation  on  accumulated  interest 

• Flexibility  of  contributions:  $25  minimum 

• 10%  annual  withdrawal 

• No  medical  underwriting  — issue  to  99 

• 7 year  disappearing  surrender  charge 

• Guaranteed  principal  and  interest 


U.  of  I.  College  of  Medicine 


OF  113  IOWA  HIGH  SCHOOL  JUNIORS 
AND  SENIORS  QUESTIONED  IN  A SUR- 
VEY OF  SEX  PRACTICES,  about  half  re- 
ported having  sexual  intercourse  during  the 
past  year  and  only  one  in  5 said  a condom  was 
used  every  time.  This  finding  comes  from  a 
College  of  Medicine  study  among  322  junior 
and  senior  high  students  as  part  of  an  assess- 
ment of  the  effectiveness  of  physician-directed 
AIDS  education.  Half  of  the  113  sexually  active 
juniors  and  seniors  reported  never  using  con- 
traception and  many  had  more  than  one  part- 
ner. 

WORKSAFE  IOWA  HAS  JOINED  WITH  5 
HOSPITALS  in  Iowa  to  help  spread  information 
designed  to  reduce  occupational  injuries  and  illness 
through  education  and  consultation.  They  are  Allen 
Memorial,  Waterloo;  Iowa  Methodist,  Des  Moines; 
Mercy,  Dubuque;  St.  Joseph-Mercy,  Mason  City; 
and  St.  Luke's,  Cedar  Rapids.  The  program  is  in 
the  College's  Institute  of  Agricultural  Medicine  and 
Occupational  Health. 

PEOPLE  WITH  OBSESSIVE-COMPULSIVE 
DISORDERS  do  not  incorporate  the  learned 
behaviors  of  other  such  patients  into  their  own 
rituals  as  earlier  believed.  Donald  Black,  Psy- 
chiatry, and  colleagues,  made  the  discovery 
while  directing  a support  group  for  people  with 
this  disorder.  They  originally  feared  patients 
would  compound  their  problems  by  learning 
others'  obsessive-compulsive  behaviors.  In- 
stead Black  found  these  patients  are  grateful 
to  have  the  extra  support.  "It  seems  to  be  im- 
portant for  them  to  know  that  others  have  the 
same  problems,"  he  notes. 

HI  GRADUATES  IN  THE  PHYSICIAN'S  AS- 
SISTANT PROGRAM  OUTSCORED  ALL 
OTHERS  in  the  1988  national  certifying  exami- 
nation taken  by  1,360  graduates  of  64  programs  in 


This  material  is  furnished  by  The  University  of  Iowa  Health  News 
Service. 


the  nation.  The  average  score  of  the  19  graduates 
was  99  points  above  the  average  for  the  other  pro- 
grams. Nine  scored  in  the  top  10%,  2 in  the  first 
percent  and  all  above  the  mean. 

A NEW  NON-INVASIVE  TEST  TO  ANA- 
LYZE VIBRATION  WHITE  FINGER  (VWF) 

disease  in  workers  who  operate  vibratory  tools 
such  as  chain  saws,  rock  drills  and  air  ham- 
mers (chipping  tools)  has  been  developed  by 
U1  orthopaedic  researchers.  Triggered  by  cold- 
ness, VWF  reduces  circulation  to  the  fingers 
and  often  damages  nerves,  muscles  and  joints. 
Fingers  become  white,  stiff  and  painful  and 
have  reduced  tactile  sensation.  "We  observed 
for  the  first  time  that  the  blood  flow  rate  of 
the  long  finger  temporarily  but  dramatically 
increased  immediately  after  using  an  air  ham- 
mer in  subjects  with  severe  VWF  which  made 
their  fingers  feel  better  immediately  after  using 
the  tool,"  said  Thomas  Brown,  Orthopaedic 
Surgery.  This  test  may  lead  to  improved  tool 
design  and  therapeutic  approaches. 

CONTROL  OF  PAIN  is  the  focus  of  ivork  to  be 
conducted  under  a new  grant  awarded  to  Gerald 
Gebhart,  Pharmacology,  by  Bristol-Myers  Com- 
pany. The  5-year,  $250,000  grant,  ivill  help  him 
continue  his  research  on  mechanisms  of  visceral  pain. 
Gebhart  and  his  colleagues  are  pioneers  in  mapping 
the  body's  pain-modulation  system  — ivhich  is  now 
thought  to  play  a role  in  silent  ischemia.  They  have 
found  impulses  sent  to  the  brain  from  the  nerves  in 
the  heart  can  activate  systems  that  suppress  pain. 
Also,  repeated  episodes  of  cardiac  ischemia  can  fur- 
ther dampen  the  pain  sensitivity  of  certain  neurons 
in  the  spinal  cord. 

THE  EFFECTS  OF  DIET  ON  HYPERTEN- 
SION in  people  over  age  50  is  the  focus  of  a 
study  by  Ross  Feldman,  Internal  Medicine  and 
Pharmacology.  Feldman  will  study  how  blood 
vessels  dilate  in  response  to  hormones  related 
to  the  participant's  diet.  He'll  examine  the  ef- 
fects of  both  low  and  high  sodium  diets. 
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Health  Care 
Coverage 
That  Wasn’t  Born 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of... and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines /Sioux  City 


Medical  News/Products  and  Programs 


NERVE  STIMULATOR/LOCATOR  IN- 
TRODUCED — Singer  Medical  Products,  Inc., 
a manufacturer  of  health  care  equipment,  an- 
nounces the  introduction  of  the  Axostim  nerve 
stimulator/locator.  The  newest  member  of 
Singer  Medical's  product  line,  Axostim  is  the 
only  disposable  nerve  stimulator  on  the  mar- 
ket to  provide  both  visual  and  audio  response 
indicators  and  use  an  atraumatic  grounding 
electrode  versus  a needle  for  more  stable 
grounding.  In  addition,  the  Axostim  is  built 
with  an  insulated  tip  for  precise  stimulation  as 
well  as  providing  a constant  current  pulse  to 
prevent  induced  neuropraxia.  Axostim  fea- 
tures include  high/low  current  and  fast/slow 
pulse  settings;  disposable,  single  use;  long  bat- 
tery life;  visual  and  audio  response  indicators; 
constant  current  pulses;  insulated  tip  and  an 
atraumatic  grounding  electrode.  For  more  in- 
formation on  the  Axostim  or  Singer  Medical 
Products,  Inc,,  write  Singer  Medical  Products, 
Attn:  Marketing  Department,  790  Maple  Lane, 
Bensenville,  Illinois  60106  or  call  800/422-4885. 

NEW  DISPOSABLE  SPECIMEN  BAG  LINE  — 

The  Med-Pac  Division  of  Uniflex  Inc.,  one  of  the 
world's  foremost  plastics  manufacturers,  has  intro- 
duced Speci-Gard^,  a new  line  of  disposable  spec- 
imen transfer  bags.  Designed  exclusively  for  the 
medical  profession,  Speci-Gard'®  bags  feature  one- 
step,  permanent  adhesive  sealing  to  create  a liquid 
tight  seal.  The  new  liquid  tight  style  SPA-R  press- 
to-close  bag  is  ideal  for  virtually  any  hospital/ref- 
erence lab/clinical  use.  It  features  an  open  exterior 
pocket  with  a special  flap  to  securely  hold  requisi- 
tions. Competitively  priced,  each  Speci-Gard®  hag 
accepts  direct  ball  point  pen  writing,  is  tamper  ev- 
ident and  seals  permanently  for  ultimate  safety.  All 
bags  are  available  in  clear  or  opaque  plastic  and 
custom  imprinting.  For  free  samples,  pricing  and 
more  information,  write  or  call  Uniflex,  Inc.,  Med- 
Pac  Division-JW , 383  West  John  Street,  Hicksville, 
New  York  11802,  toll  free  1-800/223-0564. 

NEW  VERSION  OF  CARDIAC  EVALUA- 
TION SYSTEM  — Vivix  Corporation,  Milpi- 


tas, California,  has  begun  distribution  of  the 
newest  version  of  its  cardiac  evaluation  sys- 
tem. Plurimus  has  been  designed  to  appeal  to 
primary  care  physicians,  smaller  clinics  and 
hospitals  with  less  than  100  beds.  The  com- 
plete system  includes  a holter  recorder,  tread- 
mill, monitor,  computer  and  all  the  necessary 
accessories.  For  more  information  contact  Vi- 
vix Corporation,  824  North  Hillview  Drive, 
Milpitas,  California,  408/263-4501. 

ROSS  LABORATORIES  INTRODUCES  NEW 
250- ML  SIZE  PEDI AZOLE®  — Ross  Laborato- 
ries, Division  of  Abbott  Laboratories  announces  the 
introduction  of  Pediazole®  (erythromycin  ethyl- 
succinate  and  sulfisoxazole  acetyl  for  oral  sus- 
pension) in  new  250-mL  size  bottles.  The  new 
size  conveniently  provides  the  entire  recom- 
mended dosage  for  children  weighing  17  kil- 
ograms or  more.  Pediazole®  is  effective  against 
both  beta-lactamase-producing  and  non-pro- 
ducing strains  of  Hemophilus  influenzae. 
When  reconstituted  with  water  as  directed  on 
the  label,  the  Pediazole®  granules  form  a white, 
strawberry -banana  flavored  suspension  which 
provides  200  mg  erythromycin  activity  and  the 
equivalent  of  600  mg  of  sulfisoxazole  per  tea- 
spoon (5  mL).  Pediazole®.  Suspension  is  also 
available  in  100-mL,  150-mL  and  200-mL  bot- 
tles. 

AUDIO  CASSETTE  PROGRAM  — Doctor/ 
Patient  Intercom  is  a subscription  audio  cas- 
sette program  that  provides  monthly  health 
care  information  geared  to  improve  and  main- 
tain health.  For  over  37  years,  Audio-Digest 
Foundation,  as  part  of  the  California  Medical 
Association,  has  provided  updated  clinical 
medical  cassettes  to  doctors  and  other  health 
care  professionals.  Today,  with  the  production 
of  26  "Spoken  Medical  Journals"  each  and 
every  month,  Audio-Digest  plays  a vital  role 
in  the  on-going  education  of  over  250,000 
health  care  professionals  throughout  the  world. 
A one-year  subscription  is  available  for  $49.80. 

(Continued  next  page) 
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The  July  issue  alone  costs  $4.15.  Order  by  call- 
ing 800/423-2308  (in  California,  800/232-2165) 
or  mail  check  to  Doctor/Patient  Intercom,  1577 
East  Chevy  Chase  Drive,  Glendale,  California 
91206. 

UPfOHN  LAUNCHES  NEW  ACNE  TREAT- 
MENT — Cleocin  T Topical  Lotion  has  been  cleared 
for  marketing  by  the  U.S.  Food  and  Drug  Admin- 
istration for  the  treatment  of  acne.  The  product  is 
especially  formulated  for  acne  patients  with  dry, 
sensitive  skin.  Cleocin  T Topical  Lotion  is  a water- 
based  product  rather  than  an  alcohol  or  oil-based 
product.  The  water  base  formulation  provides  a 
soothing  effect  and  adds  moisture  to  the  skin.  The 
lotion  contains  clindamycm  phosphate  and  comes 
in  a 60-rnL  plastic  squeeze  bottle.  It  is  now  stocked 
on  pharmacy  shelves  in  the  U.S. 

DISPOSABLE  WASHCLOTHS  — Scott  Paper 
Company  has  announced  the  introduction  of 
PROMISE  disposable  pre-moistened  wash- 
cloths for  adult  incontinence  care  in  health  care 
facilities  and  in  the  home.  PROMISE  wash- 
cloths are  designed  to  replace  the  messy  basin- 
water-soap  method  by  putting  a ready-to-use, 
cost-effective  washcloth  at  the  care  giver's  fin- 
gertips. The  cloth  is  packaged  in  a wide-mouth 
tub  allowing  for  easy  opening  and  one-hand 
dispensing.  The  large  ll"xl3"  cloth,  im- 
pregnated with  lanolin  and  a mild  cleansing 
agent,  is  alcohol-free  and  is  soft  enough  to  be 
used  on  face  and  hands.  Scott  Health  Care 
Products  markets  a variety  of  product  lines  to 
health  care  facilities  and  the  home  care  market. 
Information  about  these  products  can  be  ob- 
tained from  the  Scott  Health  Care  Products 
sales  office  by  calling  toll-free  1-800/992-9939. 

REPORTS  FROM  THE  AMERICAN  COUN- 
CIL ON  SCIENCE  AND  HEALTH  — The 

American  Council  on  Science  and  Health  re- 
cently released  3 new  reports  that  are  of  in- 
terest to  physicians  as  well  as  consumers.  Pes- 
ticides and  Food  Safety  concludes  that  the  minute 
levels  of  pesticide  residue  detected  in  some 
U.S.  produce  pose  no  hazard  to  the  health  of 
adults  or  children.  Discussed  are  regulations 
for  pesticide  control,  determining  residue  lim- 
its, as  well  as  how  the  consumer  can  deal  with 
the  safety  of  foods  consumed. 

Cancer  Clusters  reviews  the  significance  of 
unusually  high  numbers  of  a specific  type  of 
cancer  occurring  in  a small  geographic  area 


over  a limited  period  of  time.  Is  the  disease 
caused  by  a virus  or  some  other  infectious  agent 
transmitted  from  one  person  to  another  or  does 
a particular  environment  have  significance? 

Food  Allergies,  the  third  report,  reviews  ad- 
verse reactions  to  foods  — true  allergies  to 
foods  caused  by  an  abnormal  immunological 
response  to  a food  or  misinterpreted  "aller- 
gies." 

These  reports  may  be  obtained  from  the 
American  Council  on  Science  and  Health,  1995 
Broadway,  16th  Floor,  New  York,  New  York 
10023-5860  for  $3.00  and  a self  addressed 
stamped  ($.75  postage)  #10  business  size  en- 
velope for  each. 

VOICE-CONTROLLED  COMPUTER  WORK- 
STATION FOR  THE  DISABLED  — A new  voice- 
controlled  computer  system  and  robotic  workstation 
from  Heath/Zenith  Educational  Systems  allows  peo- 
ple with  severe  physical  upper-body  limitations  to 
operate  a personal  computer.  At  the  heart  of  the 
system,  built  around  a Zenith  Data  Systems  PC 
and  Flat  Technology  Monitor,  is  proprietary  voice 
recognition  software  and  hardware  developed  by 
PRAB  Cojnmand  Inc.  of  Kalamazoo,  Michigan.  The 
voice  control  system  converts  spoken  commands  into 
traditional  keystrokes  for  programming  and  oper- 
ating all  of  the  system's  components.  The  language- 
independent,  user-dependent  voice  system  can  be 
simply  and  quickly  "trained"  to  recognize  com- 
mands from  any  number  of  individual  users,  re- 
gardless of  slang,  dialect,  language  or  speech  im- 
pediment. The  package  allows  any  MS-DOS 
program  to  be  operated  entirely  by  voice.  Simple 
voice  commands  allow  the  user  to  operate  the  PC, 
a telephone  management  system  and  a specially  de- 
signed robotic  arm.  The  "PRAB  Voice  Command" 
robot  arm,  which  can  retrieve  documents  from  the 
printer,  pick  up  heavy  books  and  perform  other  ma- 
nipulative tasks,  offers  6 axes  of  motion,  27-inch 
maximum  reach,  8-pound  maximum  payload  and  a 
variety  of  gripper  options. 

Heath/Zenith,  the  exclusive  distributor  of  the 
system  in  North  America,  offers  1 versions:  1)  Voice 
Command  I,  priced  at  $49,990,  includes  the  PC, 
monitor,  printer,  robot,  voice-recognition  and  tele- 
phone management  system  and  a modular  worksta- 
tion with  adjustable  desk  levels  and  specially  de- 
signed furniture  shelves  to  hold  books,  manuals  and 
personal  items  that  can  be  retrieved  by  the  robot 
under  voice  control;  2)  Voice  Command  II  includes 
the  PC  and  monitor,  as  well  as  the  voice-recognition 
and  telephone  management  system,  but  does  not 
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include  the  robot  arm,  printer  or  the  modular  work- 
station and  shelves.  Voice  Command  II  is  priced  at 
$21,990.  Heath/Zenith  also  offers  both  systems  un- 
der a leasing  program  that  can  be  tailored  to  users' 
individual  needs. 

For  further  information  contact  Zenith  Elec- 
tronics Corporation,  1000  Milwaukee  Avenue, 
Glenview,  Illinois  60025,  312/391-8181. 

MONOGRAPH  ON  SINGLE  DONOR 
PLATELET  THERAPY  INTRODUCED  — 

“Single  Donor  Platelets  in  Transfusion  Ther- 
apy," a monograph  on  platelet  transfusion 
therapy,  is  now  available  from  the  Component 
Therapy  Information  Bureau,  an  educational 
service  of  Baxter  Healthcare  Corporation,  Fen- 
wal  Division.  Author  of  the  monograph  is  Lil- 
ian M.  Reich,  M.D.,  Associate  Blood  Bank  Di- 
rector, Memorial  Sloan-Kettering  Cancer 
Center,  New  York  and  Associate  Professor  of 
Clinical  Medicine,  Cornell  Medical  School. 

“Single  Donor  Platelets  in  Transfusion 
Therapy"  includes  information  on  indications 
for  platelet  therapy  and  a comparison  of  mul- 


tiple and  single  donor  platelets.  Alloimmuni- 
zations, transfusion-associated  diseases  and 
graft-versus  host  disease  are  discussed,  as  are 
standards  for  measuring  the  efficacy  of  platelet 
transfusions  and  data  on  the  cost,  availability, 
harvesting  and  storage  of  single  donor  plate- 
lets. The  monograph  includes  a summary  of 
recommendations  made  at  the  Consensus  De- 
velopment Conference  on  Platelet  Transfusion 
Therapy,  convened  by  the  National  Heart, 
Lung  and  Blood  Institute  of  the  National  In- 
stitutes of  Health  (NIH),  the  Center  for  Drugs 
and  Biologies  of  the  Food  and  Drug  Admin- 
istration and  the  Office  of  Medical  Applica- 
tions of  Research  (NIH). 

A free  copy  of  “Single  Donor  Platelets  in 
Transfusion  Therapy"  can  be  obtained  by  writ- 
ing the  Component  Therapy  Information  Bu- 
reau at  P.O.  Box  620,  Deerfield,  Illinois  60015 
or  call  312/940-6400. 

BRAIN  SURGERY  WITHOUT  AN  INCISION 

— Patients  with  abnormal  clusters  of  arteries  and 
(Continued  next  page) 
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veins  in  the  brain  (arteriovenous  malfortnations  or 
AVMs)  and  deep-seated  brain  tumors  now  have  an 
alternative  to  conventional,  open-skull  surgery.  The 
Gamma  Knife  is  a non-invasive  surgical  instrument 
which  uses  gamma  radiation  frojn  Cobalt-60  sources 
to  selectively  destroy  abnormal  brain  tissue.  This  is 
accomplished  by  precisely  focusing  201  intersecting 
beams  of  gamma  radiation  onto  the  almormal  tissue. 
Treatment  consists  of  a single  dose  of  ganwia  ra- 
diation lasting  up  to  20  minutes.  The  results  of  this 
treatment  occur  over  time  as  the  abnoniiality  shrinks, 
stops  growing  or  everitually  disappears.  In  approx- 
imately 85%  of  patients  treated,  tumor  growth  is 
stopped  and  AVMs  are  totally  obliterated  within  2 
years.  Only  a few  centers  in  the  U.S.  will  offer 
Gamma  Knife  treatment.  Patients  recently  began 
receiving  treatment  at  the  first  facility  in  the  South- 
east to  acquire  the  Gamma  Knife. 

NEW  INSTRUMENT  TO  DETECT  BRAIN 
DISORDERS  — Researchers  from  the  Helsinki 
University  of  Technology  in  Finland  and  IBM 
have  announced  development  of  the  most  ad- 
vanced instrument  ever  built  to  detect  changes 
in  the  brain's  magnetic  field.  The  experimental 
tool  promises  greatly  improved  diagnosis  of 
disorders  linked  to  brain  malfunction,  includ- 
ing epilepsy,  stroke  and  deafness.  The  pow- 
erful research  tool  also  may  be  used  to  chart 
complex  pathways  of  normal  brain  function. 
The  new  instrument,  a type  of  "magnetome- 
ter," is  about  4 times  more  effective  at  record- 
ing the  brain's  weak  magnetic  signals  than 
other  experimental  models  previously  de- 
signed. Operating  with  24  detection  channels, 
the  new  machine  can  measure  magnetic  fields 
in  the  brain  that  are  some  1 billion  times  weaker 
than  the  intensity  of  the  earth's  magnetic  fields. 
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Group  Health  in  Minnesota  is  looking  for  doctors  who  want  to  spend 

more  time  with  patients.  And  less  time  with  paperwork.  Doctors  who  want  freedom  from  details  that 
are  making  private  practice,  not  to  mention  a doctor’s  private  life,  more  unmanageable  every  year. 

Group  Health  pioneered  the  HMO  concept  in  Minnesota.  And 
Group  Health  is  looking  for  doctors  who  want  the  freedom  to  practice. 

To  admit  patients,  refer  to  specialists  and  order  tests  at  their  own 
discretion.  After  all,  why  hire  someone  for  their  expert  judgement  if 
you’re  constantly  going  to  question  it?  So  if  it  sounds  like  Group  Health 
is  looking  for  you,  call,  don’t  write.  You’ve  got  too  much  paperwork 
to  handle  as  it  is. 

Call  Judy  Meath,  Director  of  Physician  Services  n i 

at  612-623-8444.  Where  a doctor  can  be  a doctor. 
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Please 
write  or  call. 
We're  dedicated  to 
serving  member  phy- 
sicians of  the  Iowa  Medical 
Society  in  a professional, 
competent  manner. 

Our  telephone  numbers  are 
800/532-1 105  (In-State  WATS) 
and  515/246-1712. 

Our  address  is  Suite  510,  309 
Court  Avenue,  Des  Moines, 
Iowa  50309. 


THE  PROUTY  COMPANY 

PROUTY  REPRESENTATIVES  SERVING  YOU  — John  Reno;  Bernie  Lowe,  C.L.U.,  R.H.U.; 
Ruth  Clare;  Howard  Hogan,  C.L.U.;  Susan  K.  McFadden;  Anna  Maria  Sbrocco. 


About  Iowa  Physicians 


Dr.  Buchi  Ukabiala  has  joined  Surgical  Affil- 
iates in  Des  Moines.  Dr.  Ukabiala  received  the 
M.D.  degree  from  the  University  of  Nigeria 
Faculty  of  Medicine,  Enugu,  Nigeria  and  com- 
pleted a pediatric  residency  at  the  Royal  Vic- 
toria Hospital  and  Alder  Hey  Children's  Hos- 
pital, London,  England.  Dr.  Patrick  Beck  has 
joined  the  Pediatric  and  Adolescent  Clinic  in 
Mason  City.  Dr.  Beck  received  the  M.D.  de- 
gree from  the  U.  of  I.  College  of  Medicine  and 
completed  his  residency  at  the  Medical  College 
of  Virginia,  Richmond,  Virginia.  Dr.  Dennis 
Mallory,  Toledo,  was  appointed  as  chief  EAA 
aviation  medical  examiner  and  aircraft  crash 
investigator  for  the  July  19  United  232  crash 
in  Sioux  City.  Dr.  Brian  Heineman  has  joined 
the  Wiltfang-Paulson-Wille  Clinic  in  Grinnell. 
Dr.  Heineman  practiced  in  Story  City  prior  to 
joining  the  clinic.  He  is  also  replacing  Dr.  Lisa 
Drabinowicz  who  recently  left  practice  at  the 
Brooklyn  Medical  Clinic.  Dr.  John  K.  Mac- 
Gregor, Mason  City,  has  retired  after  serving 
the  community  for  38  years.  Dr.  MacGregor 
received  the  M.D.  degree  at  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons, 
New  York,  New  York  and  joined  Surgical  As- 
sociates of  North  Iowa  in  1952.  Dr.  Kevin  Jones 
and  Dr.  Fred  Onley  have  begun  practice  at  the 
newly  opened  Midlands  Family  Medicine  in 
Council  Bluffs.  Dr.  Jones  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine 
and  completed  his  family  practice  residency  at 


Baylor  College  of  Medicine,  Houston,  Texas. 
Dr.  Onley  received  the  M.D.  degree  at  the  Uni- 
versity of  Nebraska  College  of  Medicine, 
Omaha  and  also  served  his  internship  there. 
Dr.  Thomas  R.  McMillan  has  retired  after  21 
years  of  practicing  medicine  in  Leon.  Dr. 
McMillan  received  the  M.D.  degree  at  the  Uni- 
versity of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska  and  served  his  internship 
at  Memorial  Medical  Center,  Corpus  Christi, 
Texas.  Dr.  Douglas  Prochaska  has  closed  his 
practice  in  Lake  Park  after  one  year  of  service 
to  the  community.  Dr.  Terry  Sutton,  has  ac- 
cepted the  position  of  medical  director  of  Trav- 
elers Network  Group,  an  HMO  based  in  Aus- 
tin, Texas.  Dr.  Sutton  practiced  in  Fairfield  for 
nearly  20  years.  Dr.  James  Bloom  has  left  his 
practice  at  the  Nashua  Medical  Clinic  to  join 
the  Air  Force.  Dr.  Bloom  had  been  at  the  Clinic 
since  1987.  Dr.  Patrick  Beck  has  joined  the 
Pediatric  and  Adolescent  Clinic  of  Mason  City. 
Dr.  Beck  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  completed  an 
internship  and  residency  at  the  Medical  Col- 
lege of  Virginia,  Richmond,  Virginia.  Dr.  Wes 
Parker  has  begun  medical  practice  in  Chero- 
kee. Dr.  Parker  received  the  M.D.  degree  from 
the  U.  of  I.  College  of  Medicine  and  completed 
his  residency  at  St.  Francis  Mayo  Family  Prac- 
tice in  LaCrosse,  Wisconsin.  Cardiology  As- 
sociates, Des  Moines,  has  changed  its  name 
to  Iowa  Heart  Center. 
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BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  tor  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  tor  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  tor  patients  and  tor  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  tor  those  who  quality. 

★ It  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vocation  with  pay  each  year. 

★ Complete  medical  and  dental  core. 

★ Low  cost  life  insurance. 

Wont  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  tor  information  at  no  obligation.  Coll 


CAPT  THOMAS  RICE 
402-551-0928 
COLLECT 
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Just  as  the  human  heart  controls  the  functions  of  the  body, 

effective  management  is  the  heart  of  an  efficient  medical  office 
To  make  the  heart  of  your  office  stronger,  healthier, 
give  it  a dose  of  SOFTACTICS. 


What  is/who  are  SOFTACTICS? 

A company  made  up  of  individuals  who  make  it  their  business  to  know  exactly  what  your  medical  office 
needs.  It  is  and  they  are  a professional  computer  software  firm  with  the  ability  and  equipment  to  design 
and  develop  software  that  is  among  the  most  technologically  advanced  on  the  market  today.  Software  customized 
to  fit  your  medical  office’s  special  management  requirements.  Affordable  software.  Software  that  handles 
insurance  claims,  patient  scheduling  and  billing,  general  ledger,  accounts  payable,  and  payroll  — all  fast 
and  accurately. 


For  more  information,  call  SOFTACTICS  today. 

1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


SURGEON  OPPORTUNITY  — Immediate  opening  for  general  surgeon 
in  rural  Nebraska.  Board  Certified  or  Board  Eligible.  Must  be  licensed 
in  Nebraska.  Excellent  benefits.  Contact  Wallace  & Panzer,  M.D.,  P.C., 
807  North  Ash,  Gordon,  Nebraska  69343. 


IOWA  CITY  AND  CEDAR  RAPIDS  — Positions  are  available  for  full 
or  part-time  physicians  in  our  outpatient  family  practice  offices.  No 
weekends.  No  call.  Income  guaranteed.  Excellent  opportunities  avail- 
able in  these  ideal  locations!  Contact  Jill  Buschmann,  Medicenter  West, 
2215  Westdale  Drive,  SW,  Cedar  Rapids,  Iowa  52404.  Phone  319/396- 
2000. 


FAMILY  PHYSICIAN,  MAQUOKETA,  IOWA  — Position  for  BE/BC 
family  physician  with  a 2-person  group  in  town  of  6,000  (draw  of  30,000), 
100  bed,  well-equipped  hospital.  Call  every  7th  night.  Surgeon  and 
internist  in  town.  Guarantee  and  liberal  benefits/bonus  plan.  Contact 
J.  W.  Bybee,  M.D.,  C.L.  Rask,  M.D.,  Maquoketa  Family  Clinic,  206 
North  Arcade,  Maquoketa,  Iowa  52060;  319/652-6711. 


INTERNIST,  DAVENPORT  IOWA  — Seven  physician  multispecialty 
group  seeking  to  add  2nd  internist.  Compensation  package  negotiable. 
Contact  Administrator,  The  Davenport  Clinic,  1820  West  Third  Street, 
Davenport,  Iowa  52802  or  call  319/326-1661. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  family  practice,  invasive  car- 
diology, oncology,  urology,  ophthalmology,  occupational/emergency 
medicine,  pulmonology,  general  vacular  surgery  and  general  internal 
medicine.  The  Mankato  Clinic  is  a 40-doctor  multi-specialty  group  prac- 
tice in  south  central  Minnesota  with  a trade  area  population  of  150,000. 
Guaranteed  salary  first  year,  incentive  thereafter  with  full  range  of 
benefits  and  liberal  time  off.  For  more  information,  call  Roger  Green- 
wald.  Administrator  or  Dr.  B.C.  McGregor  at  507/625-1811  or  write  501 
Holly  Lane,  Mankato,  Minnesota  56001. 


FAMILY  PHYSICIANS  — Needed  for  Iowa's  largest  private  medical 
clinic  system.  Several  openings  available  now.  Excellent  guarantee  with 
incentive  income  available  from  the  beginning.  For  further  information 
contact  Don  C.  Green,  M.D.,  Physicians'  Resources  Advisor,  Office  of 
the  Medical  Director,  Mercy  Medical  Clinics,  1551  35th  Street,  Suite 
106,  West  Des  Moines,  Iowa  50265,  telephone  515/223-5890. 


PHYSICIANS  NEEDED  — Family  practice,  internal  medicine,  oncol- 
ogy, endocrinology,  neurosurgery,  neurology,  general  surgery  and  or- 
thopedic surgery.  Group  practice,  solo  or  urgent  care  settings  available 
through  our  hospital  network  located  in  Macon  and  serving  all  of  mid- 
dle Georgia.  Your  practice  will  be  located  80  miles  south  of  Atlanta,  in 
a growing  family-oriented  community,  where  you  can  avoid  traffic  and 
enjoy  a rewarding  professional  career.  Please  contact  Stephen  Wofford 
at  912/741-6283  for  a confidential  consultation  or  write:  P.O.  Box  4627, 
Macon,  Georgia  31208. 


MASON  CITY,  IOWA  — Seeking  full-time  and  part-time  physicians 
for  low  volume  75-bed  hospital  emergency  department.  Great  oppor- 
tunity to  develop  “state  of  the  art"  quality  assurance  and  educational 
programs.  Excellent  compensation,  paid  malpractice  insurance  and  full 
benefit  package  to  full-time  staff.  Contact  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  43,  Traverse  City,  Michigan  49684;  1- 
800/253-1795  or  in  Michigan  1-800/632-3496. 


BLUFF  MEDICAL  CENTER,  P.C.  — Has  positions  for  the  following 
specialties  (BC/BE):  family  practice,  ENT,  OB/GYN,  pediatrics.  The  Bluff 
Medical  Center,  a multispecialty  group  practice,  is  located  in  Clinton, 
Iowa,  population  32,000  with  a service  area  of  approximately  75,000- 
100,000.  Guaranteed  first  year  salary  (negotiable)  with  a first  year  bonus 
incentive  and  a full  range  of  benefits  including  malpractice  insurance. 
For  more  information  call  Phil  Sayles,  Administrator,  1-800/397-5600  or 
write  240  North  Bluff  Boulevard,  Clinton,  Iowa  52732. 


INTERNAL  MEDICINE/ENDOCRINOLOGIST  — BC/BE  individual(s) 
to  join  an  established  multispecialty  group  covering  internal  medicine, 
cardiology,  infectious  diseases  and  gastroenterology.  Community  and 
service  area  covers  approximately  250,000  people.  Excellent  salary  and 
benefits.  Send  resume  to  Medical  Associates  of  Cedar  Rapids,  Atten- 
tion: David  Rater,  M.D.,  1328  Second  Avenue,  SE,  Cedar  Rapids,  Iowa 
52403. 


GENERAL  INTERNIST  — BE/BC  internist  to  join  established  practice 
of  4 general  internists.  Excellent  central  Iowa  location  in  growing  com- 
munity. Busy  general  and  consultative  internal  medicine  practice.  Mar- 
shalltown Medical  Clinic,  205  West  Main,  Marshalltown,  Iowa  50158, 
515/753-3313. 


FAMILY  PRACTICE,  STORY  CITY,  IOWA  — Two-man  group  inter- 
ested in  having  a BE/BC  family  practitioner  join  them  in  a growing 
thriving  community  with  a good  school  system.  We  are  centrally  located 
near  Interstate  35,  10  miles  north  of  Ames.  Excellent  compensation  and 
fringe  benefits.  Experience  Story  City,  you'll  like  it.  Contact  Chuck 
Semler,  M.D.,  Semler  Medical,  P.C.,  616  Park  Avenue,  Story  City,  Iowa 
50248  or  call  515/733-5191. 


FOR  SALE  — Slightly  used  Midmark  III  electric  table  less  than  20% 
of  cost.  You  pick  up.  Phone  319/556-3646. 


MASON  CITY  CLINIC,  P.C. — Multispecialty  group  looking  for  family 
practice  physician.  Progressive  medical  community  — MRI,  open  heart 
surgery,  cancer  treatment,  lithotripsy,  neurosurgery  capabilities.  Big 
city  excitement/small  town  living,  IV2  hours  from  2 major  metropolitan 
centers.  Call  Ralph  Wolf,  Administrator  at  515/421-5446. 


562  / Iowa  Medicine 


FOR  SALE  — $50,000  worth  of  nearly  new  medical  office  furniture  and 
equipment  to  highest  bidder(s).  For  further  information  write  P.O.  Box 
34,  Grand  Junction,  Iowa  50107. 


ASPEN  MEDICAL  GROUP  — An  independent,  multispecialty  group 
with  8 clinics  in  the  Minneapolis/St.  Paul  metropolitan  area,  seeks  as- 
sociates in  family  practice,  pediatrics,  internal  medicine,  obstetrics/ 
gynecology,  orthopedic  surgery  and  urgent  care.  Comprehensive  ben- 
efits, reasonable  call  and  clinic  responsibilities.  Guaranteed  income 
first  2 years.  Contact  Maureen  Reed,  M.D.,  Chief  of  Staff,  Aspen  Med- 
ical Group,  1020  Bandana  Blvd.,  West,  Suite  100,  St.  Paul,  Minnesota 
55108  or  call  612/641-7178. 


POSITIONS  AVAILABLE  — Thirteen  positions  available  for  family 
physicians  at  clinics  located  in  Minneapolis,  Minnesota;  Princeton, 
Minnesota  and  Des  Moines,  Iowa.  The  types  of  opportunities  include 
multispecialty,  single  specialty  and  urgent  care.  Please  contact  Scott  M. 
Lindblom,  Physician  Recruiter,  Fairview  Clinic  Services,  600  West  98th 
Street,  Suite  390,  Bloomington,  Minnesota  55420  or  call  612/885-6225, 
toll-free  1-800-842-6469. 


INTERNAL  MEDICINE  POSITIONS  AVAILABLE  — Six  internal  med- 
icine positions  available  in  Minneapolis,  Minnesota.  Opportunities  in- 
clude multispecialty  and  single  specialty  groups.  Please  contact  Scott 
M.  Lindblom,  Physician  Recruiter,  Fairview  Clinic  Services,  600  West 
98th  Street,  Suite  390,  Bloomington,  Minnesota  55420  or  call  612/885- 
6225  (collect),  toll-free  1-800/842-6469. 


EMERGENCY  PHYSICIAN  — Outstanding  opportunity  for  qualified 
individual  to  join  incorporated  group  of  3 BE/BC  emergency  physicians 
in  a unique,  democratic  and  thoroughly  enjoyable  practice.  Excellent 
compensation  and  complete  career  opportunities  are  offered  in  a very 
livable  community  offering  a diversity  of  recreational  and  cultural  pur- 
suits. Call  or  write  Mark  Singsank,  M.D.,  NET,  PC,  Emergency  De- 
partment, Mercy  Health  Center,  Dubuque,  Iowa  52001. 


SIOUX  CITY,  IOWA  — Join  a family  practice  group  of  4 in  new  office 
facility  equipped  with  lab,  x-ray  and  qualified  staff.  Enjoy  the  oppor- 
tunity to  work  with  quality  physicians,  do  OB,  share  call  and  time  off 
for  family.  First  year  guarantee  with  no  buy  in.  For  more  information, 
contact  Paul  Fee,  M.D.  or  Pam  Miller,  Executive  Director,  Mercy  Med- 
ical Services,  801  5th  Street,  Sioux  City,  Iowa  51101  or  call  712/279-2237. 


LAST  YEAR  12  FAMILY  PHYSICIANS  JOINED  THE  GUNDERSEN 
SYSTEM  — We  are  searching  for  a family  practitioner  for  the  Gundersen 
Clinic  in  West  Union,  Iowa.  Family  physicians  joined  the  Gundersen 
Clinic  for  many  reasons  — its  high  tech  research  and  diagnosis  with 
personal  care  and  treatment.  We  set  the  example  for  family  medicine 
in  Wisconsin,  Minnesota  and  Iowa.  The  West  Union  Clinic  is  well 
staffed  and  well  equipped.  We  have  a valued  reputation  for  careful 
attention  to  each  family  member.  The  Gundersen  family  physician  steps 
right  into  the  shoes  of  the  traditional  community  doctor.  We  offer  very 
competitive  salaries,  excellent  benefits  and  outstanding  pension  plan. 
For  more  information,  please  call  COLLECT;  Tim  Skinner,  M.S.Ed., 
Family  Practice  Representative,  1-608/782-7300,  Extension  3684  during 
days.  Evenings,  ask  for  extension  4023  or  write  Gundersen  Clinic,  Ltd., 
1836  South  Avenue,  La  Crosse,  Wisconsin  54601. 


FAMILY  PHYSICIAN  NEEDED  — Academic  department  of  family 
practice  is  recruiting  Board  Certified  family  physicians  to  join  the  full- 
time faculty  of  its  well-established  24-resident  program.  Responsibil- 
ities include  teaching,  research  and  patient  care.  Residency  training  and 
previous  experience  in  these  areas  is  highly  desirable,  as  well  as  ob- 
stetrics skills.  Located  in  a midwestern/Big  Ten  medical,  recreational 
and  cultural  center  of  excellence.  Level  and  type  of  appointment  com- 
mensurate with  credentials  of  applicant.  Send  CV  to  Charles  E.  Driscoll, 
M.D.,  Professor  and  Head,  Department  of  Family  Practice,  The  Uni- 
versity of  Iowa  College  of  Medicine,  2149  Steindler  Building,  Iowa  City, 
Iowa  52242.  Women  and  minorities  are  encouraged  to  apply.  The  Uni- 
versity of  Iowa  is  an  Affirmative  Action/Equal  Opportunity  Employer. 


OB/GYN,  FAMILY  PRACTICE,  INTERNAL  MEDICINE,  GENERAL 
SURGERY  — Attractive  opportunities  for  BC/BE  physicians  in  a variety 
of  settings  in  Wisconsin,  Indiana  and  Michigan  (many  on  lakes).  Con- 
tact Bob  Strzelczyk  to  discuss  your  practice  requirements  and  these 
positions.  Strelcheck  and  Associates,  Inc.,  12724  North  Maplecrest  Lane, 
Mequon,  Wisconsin  53092;  1-800/243-4353. 


OPPORTUNITY  TO  BUILD  — An  existing  practice  base  of  retiring 
physician  in  South  Sioux  City,  Nebraska.  Potential  for  group  of  3 phy- 
sicians. Call  sharing,  business/management  systems  taken  care  of.  First 
year  guarantee  with  no  buy  in.  For  more  information,  contact  Pam 
Miller,  Executive  Director,  Mercy  Medical  Services,  801  5th  Street,  Sioux 
City,  Iowa  51101  or  call  712/279-2237. 


SIOUX  CENTER  — Enjoy  small  town  quality  living.  An  integrated 
group  of  4 family  physicians  is  looking  for  a fifth  doctor  to  share  their 
newly  built  office  next  to  the  hospital.  First  year  guarantee,  no  buy  in, 
strong  practice  growth.  For  more  information,  contact  Richard  Jonge- 
waard,  M.D.  or  Pam  Miller,  Executive  Director,  Mercy  Medical  Serv- 
ices, 801  5th  Street,  Sioux  City,  Iowa  51101  or  call  712/279-2237. 


FAMILY  PRACTICE  AND  INTERNAL  MEDICINE  PHYSICIAN 
NEEDED  — Sustained  and  steady  growth  in  a 5-physician  clinic  has 
created  the  necessity  to  seek  a residency  trained  BE/BC  family  practice 
physician  and  internal  medicine  physician  to  complete  its  1989-90  staff- 
ing needs.  In  addition  to  an  office-based  delivery  system,  the  clinic  has 
an  extended  hours  walk-in  clinic  which  has  proven  an  excellent  vehicle 
for  rapid  expansion  of  an  individual  practice.  Clinic  facilities,  located 
within  10  minutes  of  a major  full-service  JCAH  hospital,  are  new  and 
contain  laboratory,  pharmacy  and  x-ray  services.  A comprehensive  fi- 
nancial package  is  being  offered  including  an  income  guarantee  and 
partnership  potential  after  one  to  2 years.  Residents  graduating  in  1990 
are  welcome  candidates.  Send  CV  and  2 references  to  Hank  Atherton, 
Chief  Executive  Officer,  North  Medical  Center,  210  West  53rd,  Dav- 
enport, Iowa  52806. 


POSITIONS  OPEN  — Family  practice,  internal  medicine  and  pediat- 
rics. The  Peoples  Community  Health  Clinic,  Inc.  is  offering  clinically 
challenging  and  rewarding  practice  opportunities  in  an  environment 
that  encourages  delivery  of  quality  medical  care  to  a population  with 
limited  incomes  and  limited  resources.  Share  practice  with  a health 
professional  team  that  includes  clinical  nutritionist,  medical  social 
worker,  clinical  nurses  and  special  project  nursing  professionals.  At- 
tractive compensation/benefits  package,  including  malpractice  coverage 
and  relocation  assistance.  If  you  are  interested  in  serving  the  needy 
while  receiving  a positive  compensation  package  contact  Ronald  W. 
Kemp,  Peoples  Community  Health  Clinic,  Inc.,  403  Sycamore  Street, 
Suite  #2,  Waterloo,  Iowa  50703.  Phone  319/236-1332.  AA/EOE. 


MINNESOTA  — Family  physician  needed  for  broad  base  primary  care, 
excellent  community  hospital  with  consulting  and  specialty  support. 
Family  oriented  community  with  excellent  schools,  services  and  easy 
access  to  Metro  area.  Guaranteed  salary,  full  benefits  and  bonus.  For 
confidential  consideration,  contact  Mary  Jo  Cordes,  MDsearch,  P.O. 
Box  16458,  St.  Paul,  Minnesota  55116  or  call  612/454-7291. 


FAMILY  PRACTICE  — Southwest  Iowa  community  of  7800  (servicing 
27,000)  seeking  a family  physician  to  join  well-established,  6-doctor 
practice.  Modern  facility  adjacent  to  100-bed  hospital.  Income  guar- 
anteed first  year  and  full  partnership  after  first  year.  For  additional 
information  write  to  Sue  Marsh,  Office  Manager,  Atlantic  Medical  Cen- 
ter, P.O.  Box  429,  Atlantic,  Iowa  50022  or  phone  712/243-2850. 


EMERGENCY  MEDICINE  — The  emergency  room  at  Allen  Memorial 
Hospital  in  Waterloo,  Iowa  is  under  the  management  of  The  Sterling 
Group.  We  are  interested  in  full  time,  committed,  professional  emer- 
gency department  physicians  who  are  Board  Eligible  or  Board  Certified 
in  a primary  specialty.  New  contractual  situation  with  expanding  group 
will  offer  outstanding  growth  possibilities  with  top  hourly  compen- 
sation plus  profit  sharing.  Malpractice  insurance  is  provided.  Send  CV 
to  Gaytha  Kayden,  Physician  Recruiter,  The  Sterling  Group,  836  West 
South  Boundary,  Perrysburg,  Ohio  43551  or  call  419/874-4053. 
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ALLERGY 


ELECTRODIAGNOSIS 


NEUROSURGERY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELIKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


JOHN  A.  CAFFREY,  M.D.,  P.C. 
1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D.,  F.A.C.C. 

P.  PALAKURTHY,  M.D.,  F.A.C.C. 

1072  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  |.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

).  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 
INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 

STEVEN  W.  PIECUCH,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 

411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/247-8600 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  |.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

SCOTT  C.  ERWOOD,  M.D. 

TFRHACF  PI  ACF 

2600  GRAND  AVENUE,  SUITE  210 
DES  MOINES  50312 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D. 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 
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NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  )R.,  M.D. 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 
RANDALL  S.  BRENTON,  M.D. 
3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


ORTHOPEDICS 


lAMES  R.  ROCHELLE,  M.D. 

715  HARMONY,  SUITE  301 
COUNCIL  BLUFFS  51503 
712/328-5970 

PRACTICE  LIMITED  TO  ORTHOPEDICS 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  |.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


UPSHER  LABORATORIES,  IOWA  DIVISION 
GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 
ASHOK  R.  PRADHAN,  M.D.,  F.C.A.P. 

11101  AURORA 
DES  MOINES  50322 
800/369-LABS  OR  515/254-0160 
COMPREHENSIVE  CLINICAL  AND 
ANATOMIC  PATHOLOGY  SERVICES 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

LANCE  F.  YEOMAN,  D.O. 

1301  PENNSYLVANIA,  SUITE  304 
DES  MOINES  50316 
515/265-7677  OR  800/343-0390 
GENERAL  SURGERY  AND 
ENDOSCOPY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 
JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

TelepJione  answered  day  or  nigJit 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBCHI  UKABIALA,  M.D.,  F.R.C.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Working  For  Safer  Roads 


ORGANIZED  medicine's  CONCERN  with  the 
medical  aspects  of  driver  licensing  has 
a long  history,  as  demonstrated  by  this  quote 
from  an  editorial  appearing  in  a 1906  edition 
of  the  Journal  of  the  American  Medical  As- 
sociation: 

The  numerous  accidents  from  motor  cars  call  for  spe- 
cial legal  requirements  as  to  those  who  handle  them. 
If  an  automobilist  is  out  of  health,  nervously  weak, 
defective  in  sight  and  hearing  or  under  the  influence 
of  drugs  or  stimulants,  he  is  not  a safe  man  to  run  an 
automobile. 

Unhappily,  over  80  years  later  the  prob- 
lem of  "numerous  accidents  from  motor  cars" 
is  still  with  us.  In  1987,  491  lowans  died  in 
motor  vehicle  accidents,  an  11%  increase  from 
the  previous  year.  Also  during  1987,  74  lowans 
were  injured  per  day  in  traffic  accidents.  Close 
to  half  of  the  accidents  were  alcohol  related. 
DOT  officials  report  that  in  1988  only  55%  of 
lowans  complied  with  Iowa's  seat  belt  law. 

Obviously,  there  is  much  to  be  done  in 
the  area  of  motor  vehicle  safety  and  driver  li- 
censing. The  Iowa  Medical  Society's  Subcom- 
mittee on  Safe  Transportation  is  one  group 
looking  for  ways  to  save  lives  on  our  streets 
and  highways. 

The  subcommittee's  chief  function  is  to  act 
as  a liaison  between  the  IMS  and  the  Iowa 
Department  of  Transportation.  The  subcom- 
mittee interacts  on  a regular  basis  with  the 
DOT  in  matters  of  driver  licensing,  traffic  safety 
legislation  and  other  matters.  On  a rotating 
and  anonymous  basis,  members  of  the  sub- 
committee serve  on  the  DOT'S  Medical  Ad- 
visory Board. 

The  Medical  Advisory  Board  reviews  cases 
in  which  there  is  some  question  regarding  the 
medical  advisability  of  granting  driving  priv- 
ileges to  certain  individuals.  On  an  anony- 
mous basis,  the  physicians  make  recommen- 


dations in  cases  where  expert  medical  advice 
is  needed  to  determine  whether  someone 
should  be  licensed  to  drive.  The  board  also 
works  with  outside  medical  experts  for  assist- 
ance in  reviewing  cases  involving  drivers  with 
convulsive  disorders. 

The  Subcommittee  on  Safe  Transportation 
also  has  a function  in  the  legislative  arena.  The 
subcommittee  sometimes  studies  legislative 
proposals  the  DOT  plans  to  make  during  the 
next  session  of  the  Iowa  General  Assembly, 
and  the  subcommittee  has  the  opportunity  to 
suggest  its  own  legislative  initiatives.  In  ad- 
dition, IMS  physicians  sometimes  go  through 
the  subcommittee  with  legislative  proposals 
related  to  transportation  safety. 

The  subcommittee  is  a long-standing  com- 
ponent of  the  Iowa  Medical  Society's  agenda, 
and  its  members  consider  on  a regular  basis 
many  other  issues  related  to  safe  transporta- 
tion. During  the  past  several  years,  these  have 
included  drivers  impaired  due  to  alcohol  or 
drug  use,  accidents  involving  adolescent  driv- 
ers and  licensing  of  drivers  whose  health  is 
impaired  due  to  age. 

The  subcommittee  is  currently  studying 
various  proposals  whereby  physicians  would 
voluntarily  report  patients  who  pose  a threat 
to  driver  safety  on  the  highway.  Also,  the  IMS 
1990  legislative  agenda  contains  proposals  for 
legislation  mandating  helmet  use,  creation  of 
stricter  laws  for  moped  operators  and  lowering 
of  the  blood  alcohol  content  level  for  legal  im- 
pairment. 

Through  these  activities  and  others,  Io- 
wa's physicians  are  very  much  involved  in  the 
battle  to  make  our  highways  safer. 
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UNEQUALLED 

SERVICE 


IPMIT 
Delivering 
the  Goods! 


YES,  the  Iowa  Medical  Society-sponsored  IPMIT  Professional  Liability  Insurance  Program  is  delivering  the 
goods.  To  Iowa  physicians,  exclusively. 

What  goods? 

• Good  growth  in  financial  capacity  and  number  of  insured  physicians! 

• Good  progression  toward  maturity  - having  reached  and  passed  the  five-year  milestone! 

• Good  developments  on  premiums  and  other  coverage  provisions! 

• Good  fulfillment  on  the  basic  goal  - that  of  a commitment  to  unequalled  service  - both  to  IPMIT 
policyholders  and  prospective  policyholders. 

We  are  here  to  answer  coverage  questions.  We  are  here  to  provide  personalized  claims  services.  We  are 
here  to  help  you  assure  the  presence  of  good  patient  care.  Please  call  us  on  the  IPMIT  HOTLINE 
1-800/642-6054  - to  request  information. 

IOWA  PHYSICIANS  MUTUAL  INSURANCE  TRUST 

Your  IPMIT  Program  Is  Supported  By  IMS  SERVICES 
1239  Eighth  Street,  West  Des  Moines,  Iowa  50265 
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Only  a few  hospitals 
in  the  United  States  can 
prescribe  an  extra  measure 
of  hope  for  heart  patients. 


One  of  them  is  right  here  in  Omaha. 

ViTiat  happens  when  ordinan-  treatments  fail  to  the  region  to  prescribe  new^  medications  to  help  patients 


help  an  ailing  heart?  Saint  Joseph  Hospital/Creighton 
UniversiU'  Medical  Center  does  the  extraordinar\;  We 
utilize  and  develop  investigational  medications 
una\  ailable  at  any  other  hospital  in  Omaha. 

Eight  }'ears  before  hospitals.  Saint  Joseph 
intnxluced  what  is  now  the  defin- 
itive antiarnthmia  drug  to  Omaha. 

And  we  were  the  first  hospital  in 


live  wth  congestwe  heart  failure  and  angina. 

In  time,  innovative  protocols  like  these  come  to 
other  hospitals.  But  the>'’re  here  first  at  Saint  Joseph/ 
Creighton,  helping  patients  who  might  otherwise 
be  out  of  hope. 

For  more  information  call 

1-800-642-RSVP  ( Nebraska)  or 
Ciag|ionUnirei5it)’MedicalCenier_  i.8(K>.228-RSVP(lowa). 

[Iv  Hem1  SpecialL'it 


Saint  Joseph  Hosptal 
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Hyperbaric 
Oxygen  Therapy 

Mercy  Hospital  Medical  Center 
offers  hyperbaric  oxygen  ( HBO ) 
therapy  that  enables  you  to  treat 
patients  suffering  from  slow-healing 
wounds.  The  therapy  is  oxygen 
applied  under  high  pressure  in  a four- 
foot  by  eight-foot  cylinder  called  a 
hyperbaric  chamber. 

When  pure  oxygen  is  adminis- 
tered at  two  to  three  times  the  nor- 
mal atmospheric  pressure,  the 
amount  of  oxygen  dissolved  in  the 
blood  can  be  increased  as  much  as 
20  times.  The  increased  pressure  ele- 
vates oxygen  concentration  in  and 
near  capillaries  and  helps  force  oxy- 
gen deeper  into  tissues. 

HBO  therapy  is  used  to  treat 
patients  who  suffer  from  carbon  mon- 
oxide poisoning,  smoke  inhalation, 
chronic  osteomyelitis,  gas  gangrene, 
decompression  sickness,  radiation 
necrosis,  and  it  will  enhance  the  recovery  of  slow-healing  wounds. 

Hyperbaric  oxygen  therapy  is  offered  as  a referral  and  consultation  service  only.  While 
undergoing  treatments,  patients  remain  under  the  primary  care  of  the  referring  physician. 
Out-of-town  patients  may  be  referred  to  an  appropriate  local  physician  at  the  discretion  of 
the  referring  physician. 

The  unit  is  open  seven  days  a week,  24  hours  a day.  Monitoring  capabilities  exist  for  crit- 
ically ill  patients.  If  patients  require  emergency  transport,  Mercy’s  air  ambulance  service  — 
Air  Life  — is  available. 

Call  us  to  have  your  patient  evaluated.  Our  toll-free  number  is  1-800-666-3729,  extension 
3290.  We’re  here  to  help. 


i 


If/VIERCY 


HOSPITAL 

MEDICAL 

CENTER 


Sixth  & University  • Des  Moines,  Iowa  50314 


Construction  of  New  IMS 
Headquarters  Begins 


Construction  of  the  new  IMS  headquar- 
ters began  in  earnest  several  weeks  ago, 
with  officials  of  the  IMS  and  the  city  of  West 
Des  Moines  in  attendance  at  a groundbreaking 
ceremony  October  19. 

The  new  building,  which  measures  22,671 
square  feet,  is  being  built  on  property  directly 
east  of  the  present  IMS  headquarters.  It  will 
sit  approximately  the  same  distance  from  the 
street  as  the  present  building. 

Targeted  completion  of  the  new  building 
is  late  summer  or  early  fall  of  1990.  The  3-story 
building  will  house  approximately  37  staff 
members.  Iowa  Physicians  Mutual  Insurance 
Trust  and  IMS  Services  will  occupy  the  ground 


floor.  The  second  floor  will  contain  Iowa  Med- 
ical Society  staff  members  and  meeting  rooms 
for  all  3 organizations.  The  basement  floor  will 
contain  printing  and  storage  facilities  and  the 
employee  cafeteria.  There  will  be  over  80  park- 
ing spaces  at  the  rear  of  the  building. 

The  building  will  be  owned  by  the  Iowa 
Medical  Society  and  financed  through;  1)  a 
portion  of  IMS  reserves;  2)  lease  revenue  from 
IPMIT  and  IMS  Services;  and  3)  Income  from 
leasing  the  current  IMS  headquarters  building. 
This  method  of  financing  precludes  the  need 
to  raise  IMS  dues.  The  official  groundbreaking 
was  held  following  the  regular  meeting  of  the 
IMS  Board  of  Trustees  October  19. 
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RED  LETTER  DAY  . . . IMS  officials  pose  at  the  groundbreaking  ceremony  for  the  new  IMS  headquarters  building. 
Pictured  are  (from  left):  IMS  Executive  Vice  President  Eldon  Huston  and  IMS  Board  of  Trustees  members  Carol  Aschen- 
brener,  M.D.,  Iowa  City;  William  Eversmann,  Jr.,  M.D.,  Cedar  Rapids;  Robert  Whinery,  M.D.,  Iowa  City;  Donald  Rodawig, 
M.D.,  Spirit  Lake;  Bruce  Trimble,  M.D.,  Mason  City  and  James  White,  M.D.,  Dubuque. 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 

“CHILD/DEPENDENT  ADULT 
ABUSE:  IDENTIFICATION 
AND  REPORTING” 

FEBRUARY  14,  1990 

THIS  3-HOUR  SEMINAR  WILL  IDENTIFY,  DEFINE  AND  PROVIDE  SPECIFIC  INFORMATION  CONCERNING  INVES- 
TIGATION AND  REPORTING  OF  SUSPECTED  CHILD/DEPENDENT  ADULT  ABUSE  AS  MANDATED  BY  THE  STATE 
OF  IOWA,  IOWA  CODE  1987. 

SUSPECTED  ABUSE:  INVESTIGATIVE  AND  REPORTING  TECHNIQUES 
FOR  THE  HEALTH  CARE  PROVIDER 

PEDIATRIC  ABUSE  INDICATORS  FOR  THE  MANDATORY  REPORTER 
ADULT  ABUSE  INDICATORS  FOR  THE  MANDATORY  REPORTER 

PANEL  DISCUSSION 

ATTENDANCE  AT  THIS  EDUCATIONAL  PROGRAM  WILL  FULFILL  THE  STATE  REQUISITE  OF  THREE  (3)  HOURS 
COMBINED  TRAINING  EVERY  FIVE  (5)  YEARS  IN  THE  IDENTIFICATION  AND  REPORTING  OF  SUSPECTED  CHILD/ 
DEPENDENT  ADULT  ABUSE. 


REGISTRATION:  8:00  a.m. 

PROGRAM:  8:30  a.m.  to  11:45  a.m. 

THIS  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVERSITY  AVENUE 
IN  DES  MOINES,  IOWA.  BROCHURES  ANNOUNCING  GUEST  FACULTY,  PROGRAM  AGENDA  AND  REGISTRATION 
INFORMATION  WILL  BE  MAILED  8 WEEKS  IN  ADVANCE  OF  THE  SEMINAR  TO  ALL  MEMBERS  OF  THE  IOWA 
MEDICAL  SOCIETY.  THOSE  PHYSICIANS  OR  OTHER  HEALTH  CARE  PROFESSIONALS  REQUIRING  ADDITIONAL 
INFORMATION  MAY  CONTACT  THE  DEPARTMENT  OF  MEDICAL  EDUCATION,  MERCY  HOSPITAL  MEDICAL  CEN- 
TER, AT  THE  ADDRESS  OR  TELEPHONE  NUMBER  GIVEN  BELOW. 


PARKING  IS  AVAILABLE  ADJACENT  TO  THE  MERCY  EDUCATION  CENTER. 


Approved  by  Mercy  Hospital  Medical  Center,  an  IMS-ac- 
credited CME  organization,  for  3 hours  Category  1/A.M.A. 
Physicians’  Recognition  Award. 

Nursing  CEU’s:  0.35  (3.5  contact  hours) 

Application  has  been  made  for  additional  accreditations. 


Physician  Fee $35.00 

Physician’s  Assistant  Fee  $15.00 

Nursing  Fee  $15.00 

Paramedical  Fee  $15.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


SPONSOR:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY  AVENUE 
DES  MOINES,  IOWA  50314 
(515)  247-3042 


Donald  F.  Rodawig,  M.D 


Merry  Christmas  to  the  membership  of 
the  Iowa  Medical  Society. 

Medicine  is  in  tenuous  and  uncertain 
times.  We  are  in  the  midst  of  reimbursement 
and  rural  access  problems.  I am  hopeful 
these  problems  will  be  resolved.  I can  assure 
you  that  your  IMS  staff  and  officers  are 
aware  of  these  problems.  They  are  monitor- 
ing these  key  issues  and  working  toward  fa- 
vorable change. 

We  are  excited  about  our  new  IMS 
headquarters  building  project.  We  are  look- 
ing forward  to  moving  in  late  summer  or 
early  fall  of  1990.  Consolidating  our  3 corpo- 
rations under  one  roof  will  be  more  efficient 
in  coordinating  the  operations  and  expenses 
of  the  Society. 

During  my  years  of  work  with  the  IMS, 

I have  gained  appreciation  for  our  fine  staff. 
They  are  dedicated  and  efficient;  they  are 


genuinely  attuned  to  physicians'  needs  and 
interests. 

It  is  more  complicated  to  care  for  pa- 
tients now,  but  it  is  exciting  to  be  able  to  use 
new  technologies  and  advancements  to  im- 
prove patient  care.  Despite  all  the  problems 
we  will  no  doubt  face  in  the  coming  year 
and  beyond,  I remain  proud  to  be  a primary 
care  doctor  in  rural  Iowa. 

I wish  you  and  your  families  a very 
happy  holiday  season  and  a blessed  New 
Year. 

Donald  F.  Rodawig,  M.D. 

President 
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Public  Health  Leads 
IMS  Legislative  Agenda 


RANDY  WINSTON,  M.D. 
Des  Moines,  Iowa 


Transportation  safety,  tobacco  restric- 
tion and  other  vital  issues  such  as 
mandatory  Medicare  assignment  are 
IMS  priorities  for  the  upcoming  ses- 
sion of  the  Iowa  Legislature.  The  au- 
thor, chairman  of  the  IMS  Committee 
on  Legislation,  discusses  the  1990  IMS 
legislative  agenda. 


EDiciNE  IS  FACING  A number  of  chal- 
lenges from  the  public,  from  our  pa- 
tients, from  the  regulatory  system  and  from 
legislators.  As  chair  of  the  IMS  Committee 
on  Legislation,  I have  an  opportunity  to 
view  those  challenges  from  an  expanded 
perspective.  The  political  climate  as  it  relates 
to  health  care  has  evolved  and  changed 
since  most  of  us  began  practicing  medicine. 

Society  is  increasingly  interested  in 
health  care,  including  such  varied  but  inter- 
related issues  as  quality  of  care,  cost  of  care 
and  providing  care  to  those  who  have  no  ac- 
cess to  the  health  care  system.  This  societal 
focus  is  translated  into  health  related  legisla- 
tion by  our  elected  officials  on  both  the  state 
and  national  levels. 


Dr.  Winston,  a Des  Moines  neurosurgeon,  is  serving  his  first  year 
as  chairman  of  the  IMS  Committee  on  Legislahon. 


The  1990  state  legislative  session  is  ex- 
pected to  be  shorter  than  usual.  Legislators 
have  set  a deadline  of  April  1,  1990  for  con- 
clusion of  the  upcoming  session.  Normally, 
the  session  would  last  until  mid  to  late 
April.  To  accomplish  this  shorter  session, 
legislators  plan  to  convene  several  commit- 
tees in  December  to  begin  the  legislative 
process.  This  will  give  them  a head  start  in 
January  with  the  goal  of  making  the  most  ef- 
ficient use  of  the  legislature's  time. 

Because  1990  is  an  election  year  and 
several  legislators  are  running  for  higher  of- 
fice, legislative  activities  will  be  affected  by 
the  specter  of  certain  campaign  issues. 

The  legislative  climate  in  which  the  IMS 
will  operate  under  will  be  somewhat  differ- 
ent from  the  last  several  years.  As  a result  of 
the  decreases  in  liability  insurance  rates  by 
major  insurance  carriers,  there  is  less  mo- 
mentum for  additional  liability  reforms. 

Rate  decreases  can  be  attributed  to  lia- 
bility reforms  passed  in  the  1970s  and  1980s 
which  have  reduced  the  number  of  lawsuits 
filed.  The  liability  insurance  cycle  also  seems 
to  be  at  a point  in  which  rate  decreases  can 
be  expected.  During  the  next  few  years  an- 
other round  of  increases  could  begin.  While 
liability  remains  a concern  of  the  IMS,  it  is 
important  to  maintain  existing  reforms. 

Public  Health  Package 

The  IMS  has  an  opportunity  to  focus  on 
some  other  important  health  care  issues.  The 
IMS  Committee  on  Legislation  has  devel- 
oped a package  of  public  health  legislation 
resulting  from  grassroots  efforts  by  physi- 
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dans  to  bring  these  issues  to  the  attention  of 
the  IMS  House  of  Delegates.  Our  1990  pub- 
lic health  legislation  package  includes: 

• Increase  minimum  age  for  moped  op- 
erators to  age  16. 

• Require  demonstrated  skill  test  for 
moped  operators. 

• Require  use  of  protective  head  gear  for 
motorcycle  and  moped  operators. 

• Decrease  per  se  blood  alcohol  level  for 
driving  under  the  influence  to  .05%. 

• Make  public  buildings  smoke  free. 

• Increase  tax  on  tobacco  products. 

• Decrease  young  peoples'  access  to  to- 
bacco products. 

• Require  written  danger  warnings  for 
tanning  booth  customers  and  acknowledge 
that  customer  has  received  and  understands 
warning. 

• Update  existing  laws  and  prohibit  pos- 
session of  illegal  fireworks. 

Other  Issues 

The  IMS  will  be  active  on  many  other  is- 
sues. Access  to  health  care  for  uninsured  lo- 
wans  is  a priority  issue  for  Iowa  physicians. 
The  IMS  is  participating  in  task  forces  study- 
ing this  problem  and  is  working  with  both 
the  legislative  and  executive  branches  in  de- 
veloping solutions. 

The  IMS  is  also  concerned  about  access 
to  health  care  for  senior  citizens.  The  IMS 
believes  the  Medicare  Partners  program,  de- 
veloped in  conjunction  with  the  Iowa  Asso- 
ciation of  Area  Agencies  on  Aging,  is  an  ex- 
cellent mechanism  to  ensure  affordable 
health  care  for  Iowa's  low  income  elderly. 
This  voluntary  approach  is  receiving  signifi- 
cant support  from  physicians  and  senior  citi- 
zens. As  of  September  1,  1989,  76%  of  Iowa 
physicians  were  enrolled  in  Medicare  Part- 
ners or  accepted  assignment  for  all  Medicare 
patients. 

Each  year,  the  Iowa  General  Assembly 
faces  numerous  proposals  for  mandated  in- 
surance benefits  and  changes  in  scope  of 
practice  and  licensure  for  various  practition- 
ers. The  IMS  supports  establishment  of  a 
health  profession  review  commission  to  col- 
lect and  analyze  information  on  these  issues. 
The  establishment  of  a well-structured  re- 
view commission  would  provide  a mechan- 
ism to  assist  legislators  in  making  difficult 
decisions  on  these  issues. 


Cooperative  Efforts 

The  IMS  is  initiating  several  programs  to 
help  physicians  and  legislators  work  more 
closely  together.  The  IMS  legislative  "Hot- 
line" will  provide  legislative  information  up- 
dated at  least  weekly.  Physicians  and  auxil- 
iary members  will  be  able  to  call  a toll-free 
number  to  receive  a message  about  current 
legislative  issues.  The  "Hotline"  also  pro- 
vides a mechanism  to  get  timely  information 
to  legislative  contact  persons  regarding  is- 
sues coming  up  for  a vote  in  committee  or 
on  the  floor  of  the  House  or  Senate. 

This  fall  the  IMS  and  IMS  Auxiliary  de- 
veloped a "Mini-Internship"  program  to  pro- 
vide an  opportunity  for  legislators  to  spend 
a day  with  a local  physician.  Both  legislators 
and  physicians  benefit.  Legislators  have  an 
opportunity  to  see  a physician's  practice  up 
close  and  physicians  can  gain  additional  in- 
sight into  the  legislator's  concerns.  This  pro- 
gram has  begun  on  a pilot  basis  in  several 
areas  of  the  state  and  appears  to  be  quite 
successful. 

The  IMS  is  also  initiating  2 physician 
visibility  programs  to  bring  physicians  to  the 
Statehouse  to  talk  to  their  legislators.  The 
first  program  is  the  Doctor  of  the  Day  Pro- 
gram. Physicians  will  be  scheduled  to  come 
to  the  Capitol  to  meet  with  their  legislators, 
attend  committee  meetings,  listen  to  debate 
and  assist  on  legislative  issues. 

The  second  program  is  the  Physician  Ex- 
pert Program  which  is  designed  to  identify 
physicians  who  will  serve  as  experts  on  spe- 
cific issues.  These  physicians  agree  to  be 
available  to  either  come  to  the  Capitol  to 
provide  testimony  and  assistance  or  serve  as 
resource  persons  for  the  IMS. 

With  the  changing  political  climate,  it  is 
more  important  than  ever  for  physicians  to 
become  involved  in  the  political  process. 
Government  and  public  officials  are  increas- 
ingly concerned  about  our  health  care  sys- 
tem. This  translates  into  legislation  and  reg- 
ulation affecting  how  we  practice  medicine 
and  care  for  our  patients.  We  must  partici- 
pate in  the  dialogue  with  our  lawmakers.  If 
we  don't,  the  discussion  will  take  place 
without  us.  Our  participation  gives  policy- 
makers the  benefit  of  the  best  available  in- 
formation and  ensures  that  we  have  an  op- 
portunity to  help  shape  public  policy  on  our 
future  health  care  system. 
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Peer  Review:  Indictment^  Trial 
and  Beyond 


JOHN  D.  HUDSON,  J.D. 

MARK  D.  RAVREBY,  M.D.,  J.D. 
Des  Moines,  Iowa 


The  authors  discuss  the  disciplinary 
process  created  by  the  Peer  Review 
Improvement  Act  and  problems  it 
causes  for  the  practitioner. 


There  is  no  doubt  the  Peer  Review  Im- 
provement Act  of  1982  (PRIA)  has  dra- 
matically changed  the  practice  of  geriatric 
medicine.  With  this  sweeping  legislation  the 
federal  government  is  now  firmly  committed 
to  peer  review  as  a method  of  encouraging 
quality  health  care  at  a reasonable  cost. 

To  implement  the  program,  broad  disci- 
plinary powers  have  been  delegated  to  Peer 
Review  Organizations  (PROs)  throughout 
the  country.  In  Iowa,  the  Iowa  Foundation 
for  Medical  Care  (IFMC)  is  the  designated 
PRO.  This  article  outlines  the  disciplinary 
process  created  by  PRIA  and  briefly  dis- 
cusses its  problems  for  the  practitioner. 

Increased  Sanctions  Urged 

As  might  be  expected  with  a program  of 
this  magnitude,  PRIA  has  resulted  in  an- 


Mr.  Hudson  practices  with  the  Des  Moines  firm  of  Carney,  Hud- 
son, Williams,  Blackburn  and  Grask.  Dr.  Raverby  practices  internal 
medicine  and  law  in  Des  Moines.  He  teaches  at  Drake  University  and 
is  legal  counsel  for  the  medical  staff  at  Mercy  Hospital,  Des  Moines. 


Other  vast  bureaucracy.  The  Health  Care  Fi- 
nancing Administration  (HCFA)  has  the 
overall  responsibility  of  implementing  PRIA 
and  the  Medicare  program.  As  it  relates  to 
physician  discipline,  the  most  important  of- 
fice within  HCFA  is  that  of  the  Inspector 
General,  currently  Richard  Kusserow.  Mr. 
Kusserow's  background  includes  service 
with  the  Marines,  the  FBI  and  the  Central 
Intelligence  Agency. 

As  early  as  1986,  Mr.  Kusserow  urged 
PROs  to  be  more  aggressive  in  disciplinary 
matters.  Referring  to  the  lack  of  sanctioning 
activity  in  certain  states  he  commented, 
“[n]ow  either  they  have  great  medicine  in 
those  states  or  the  PROs  are  not  being  ag- 
gressive enough.  Maybe  the  answer  is  to  get 
rid  of  the  PROs  that  aren't  doing  their  job."^ 
The  IFMC  on  April  15,  1986  was  advised  by 
Mr.  Kusserow  (in  the  context  of  contract  re- 
newal) that  increased  sanctioning  activity 
was  requested  and  "your  record  in  this  area 
will,  of  course,  be  part  of  the  PRO  evalua- 
tion process  presently  being  conducted  by 
HCFA."2 

If  IFMC  determines  a sanction  is  appro- 
priate, it  must  make  a recommendation  for 
discipline  to  Mr.  Kusserow  and  his  staff.  A 
sanction  recommendation  can  be  either  a 
suspension  from  Medicare  or  a monetary 
penalty.  Either  recommendation  can  trigger 
a publication  in  the  local  newspaper  that  the 
physician  has  been  disciplined  by  Medicare. 
The  results  to  a practice  can  be  catastrophic 
and  arguably  can  jeopardize  the  physician's 
license  to  practice  medicine. 

Recommendations  from  IFMC  are  re- 
viewed initially  by  the  Denver  office  of  the 
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Inspector  General  and  ultimately  by  James  F. 
Patton,  director  of  the  Office  of  Administra- 
tive Sanctions  Office  of  Investigations.  Mr. 
Patton  has  no  medical  education  but  is  as- 
signed the  task  of  reviewing  complex  medi- 
cal judgments.  Communications  with  Mr. 
Patton  must  be  in  writing  and  there  is  no 
opportunity  for  an  oral  hearing.  Mr.  Patton's 
employment  contract  with  HCFA  calls  for 
merit  pay  bonuses  directly  linked  to  the 
number  of  PRO  sanctions  imposed.^  Critics 
of  the  system  have  labeled  this  a bounty  sys- 
tem reminiscent  of  Judge  Roy  Bean  and 
other  justices  of  the  peace  who  keep  a per- 
centage of  fines  they  impose. 

Plan  of  Action 

With  apparent  pressure  from  the  Inspec- 
tor General  to  increase  sanctioning  activity 
and  with  a bureaucrat  who  is  rewarded  for 
the  number  of  sanctions  imposed,  how  can 
physicians  balance  the  playing  field? 

Upon  receipt  of  an  "Initial  Notice"  of  a vio- 
lation, consider  IFMC  your  adversary.  The  same 
committee  issuing  you  the  Initial  Notice  will 
serve  as  your  judges  in  subsequent  proceed- 
ings. The  roles  of  prosecutor,  judge  and  jury 
are  combined  in  the  Comprehensive  Review 
Committee  (CRC  or  the  Committee). 

Request  a meeting  with  the  IFMC.  You  will 
be  given  an  opportunity  to  meet  with  the 
committee.  In  actuality,  this  will  not  be  a 
meeting  but  a trial.  You  will  be  made  to  de- 
fend not  only  the  specific  case  or  cases  being 
reviewed  but  your  general  practice.  Probing 
questions  will  be  posed  by  as  many  as  20 
physicians  including  specialists  from  various 
fields.  Few  procedural  safeguards  exist  but 
failure  to  request  the  meeting  may  be  con- 
strued as  a failure  to  cooperate  with  the 
IFMC. 

Consult  an  attorney.  The  meeting  before 
CRC  is  perhaps  the  most  important  discipli- 
nary event  in  a physician's  career.  Attorneys 
can  assist  in  an  effective  and  pointed  presen- 
tation of  your  case.  The  proceedings  will  be 
transcribed  by  a court  reporter  and  sent  to 
the  Inspector  General  for  his  review  and  de- 
cision. Attorneys  are  trained  to  "make  the 
record."  You  should  consult  competent 
counsel  immediately  upon  the  receipt  of  the 
Initial  Notice. 

Understand  your  competency  as  a physician 
is  at  issue.  Before  a physician  may  be  sus- 


'The  results  to  a practice  can  be 
catastrophic  and  arguably  can 
jeopardize  the  physician's  li- 
cense to  practice  medicine.' 


pended  from  the  Medicare  program,  there 
must  be  a finding  by  the  Inspector  General 
that  the  physician  is  unwilling  or  unable  to 
comply  with  professional  obligations.  This 
vague  standard  is  generally  thought  to  mean 
the  physician  is  incompetent.  The  chairman 
of  the  committee  has  testified  that  the  physi- 
cian must  prove  his  competence  to  CRC.  To 
meet  such  an  evidentiary  burden,  we  sug- 
gest colleagues  be  asked  to  provide  testi- 
mony concerning  the  quality  of  medicine 
practiced  by  the  physician.  Of  course,  expert 
testimony  from  other  physicians  defending 
the  questioned  cases  is  invaluable.  We  have 
represented  physicians  at  the  CRC,  the  ad- 
ministrative law  level,  and  the  Federal 
Court.  Legal  issues  may  change,  but  medical 
competency  is  the  bottom  line. 

Prepare  carefully  for  your  meeting.  IFMC 
review  is  usually  limited  to  hospital  records 
which  may  be  incomplete.  Ask  to  see  the 
records  reviewed  by  CRC.  If  office  records 
are  available  for  a questioned  patient,  pro- 
vide them  to  the  committee.  Remember  you 
will  be  questioned  about  a variety  of  topics 
arising  from  the  challenged  case(s).  It  is  pru- 
dent to  carefully  review  authoritative  text- 
books prior  to  any  appearance  before  the 
Committee. 

Consider  a corrective  action  program.  You 
should  realistically  and  critically  review  the 
quality  of  care  you  provided  in  the  chal- 
lenged case  or  cases.  Ffave  the  case(s)  re- 
viewed by  colleagues.  If  deficiencies  are 
noted  by  the  CRC  you  may  be  offered  a pro- 
gram of  corrective  action.  This  might  include 
continuing  education,  increased  consulta- 
tions or  even  termination  of  a particular  area 
of  patient  treatment.  Sanctions  are  supposed 
to  be  the  last  resort  and  can  be  implemented 
only  after  all  else  has  failed.  A carefully  con- 
sidered corrective  action  program  may  pre- 
clude the  imposition  of  sanctions. 

(Continued  next  page) 
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Conclusion 

Sanction  activity  by  IFMC  is  increasing. 
The  imposition  of  a sanction  can  be  devas- 
tating to  a professional  career.  David 
Thomas,  M.D.,  has  promised  a “more 
friendly  attitude  by  the  IFMC.“‘‘  Nonethe- 
less, physicians  must  understand  the  inher- 
ent bias  of  the  sanctioning  process  and  how 
best  to  combat  a more  aggressive  IFMC.  In 
our  experience,  much  can  be  done  to  en- 
courage an  equitable  resolution  of  the  prob- 
lem. 

Finally,  physicians  are  entitled  to  appeal 
any  adverse  decision  to  an  administrative 
law  judge  and  eventually  to  the  federal 
courts.  A notice  of  sanction  need  not  be  rea- 
son for  despair  if  the  physician  builds  his 
case  promptly  upon  receipt  of  the  dreaded 
certified  letter  from  the  IFMC. 
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more  time  with  patients.  And  less  time  with  paperwork.  Doctors  who  want  freedom  from  details  that 
are  making  private  practice,  not  to  mention  a doctor’s  private  life,  more  unmanageable  every  year. 

Group  Health  pioneered  the  HMO  concept  in  Minnesota.  And 
Group  Health  is  looking  for  doctors  who  want  the  freedom  to  practice. 

To  admit  patients,  refer  to  specialists  and  order  tests  at  their  own 
discretion.  After  all,  why  hire  someone  for  their  expert  judgement  if 
you’re  constantly  going  to  question  it?  So  if  it  sounds  like  Group  Health 
is  looking  for  you,  call,  don’t  write.  You’ve  got  too  much  paperwork 
to  handle  as  it  is. 

Call  Judy  Meath,  Director  of  Physician  Services  n i 

at  612-623-8444.  Where  a doctor  can  be  a doctor. 

&1989  Group  Health.  Inc.  of  Minnesota 
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Special  'Questions  and  Answers' 


Our  Campaign  Finance  System: 
A Status  Report 


For  this  month's  special  legislative  is- 
sue, IOWA  MEDICINE  asked  Elizabeth 
Buck,  executive  director  of  the  Iowa 
Democratic  Party,  and  Randy  Enwright, 
executive  director  of  the  Republican 
State  Central  Committee,  to  comment 
on  political  campaign  financing.  Polit- 
ical Action  Committee  (PAC)  contri- 
butions and  their  impact  on  candidates 
are  discussed. 


How  important  is  a PAC  contribution  to  an  in- 
dividual candidate? 

RANDY  ENWRIGHT:  The  importance  of 
PAC  contributions  to  an  individual  candidate 
varies  from  one  candidate  to  another.  Some 
candidates  view  PAC  contributions  as  an  es- 
sential element  of  their  fundraising  strategy. 
However,  other  candidates  choose  not  to  ac- 
cept PAC  contributions.  The  Republican  Party 
does  not  make  that  decision  for  individual  can- 
didates. 

ELIZABETH  BUCK:  Contributions  from 
PACs  are  very  important  to  candidates  seeking 
office  in  the  1990s  because  of  the  rising  cost  of 
running  campaigns.  Because  PAC  donations 
are  usually  larger  than  most  contributions  from 
individuals,  they  play  a key  role  in  the  total 
fundraising  budget. 

Most  campaigns  view  a PAC  check  as  a 
number  of  individuals  pooling  their  money  to- 
ward a common  goal.  It  is  always  important 
to  remember  that  a PAC  donation  does  not 
come  from  one  individual  but  from  a large 
number  of  contributors  with  a common  inter- 
est or  concern. 


What  happens  to  PAC  money?  Exactly  how  is  it 
used? 

RANDY  ENWRIGHT:  PAC  contributions 
are  generally  used  to  pay  for  mailings,  bro- 
chures and  advertisements.  Often,  the  num- 
ber of  letters  a candidate  is  able  to  mail  to 
voters  depends  on  the  amount  of  money  the 
candidate  is  able  to  raise.  In  this  respect,  PAC 
contributions  can  be  very  important. 

ELIZABETH  BUCK:  Contributions  from 
PACs  are  deposited  in  a candidate's  campaign 
account  and  reported  to  the  Iowa  Campaign 
Finance  Disclosure  Commission.  PAC  contri- 
butions are  merged  with  all  other  donations 
and  are  used  to  meet  the  total  campaign 
budget.  The  largest  expenditures  in  most  cam- 
paigns are  media,  direct  mail,  materials  and 
staff. 

Does  the  existence  of  a PAC  negate  the  need 
for  individual  contributions? 

RANDY  ENWRIGHT:  Absolutely  not.  The 
expression  of  commitment  by  individuals 
through  contributions  is  essential  to  the  proc- 
ess. The  Republican  Party  receives  only  a small 
percentage  of  its  contributions  from  PACs. 
Most  of  the  party's  support  comes  from  small, 
individual  contributions.  Because  we  rely  on 
these  contributions,  we  are  more  responsive 
to  individual  concerns. 

ELIZABETH  BUCK:  PACs  are  very  im- 
portant to  campaigns,  but  an  individual  will 
frequently  disagree  with  the  endorsement 
made  by  their  PAC  or  will  wish  to  become 
personally  involved  in  a local  campaign.  In- 
dividuals can  become  involved  with  the  can- 
didates of  their  choice  by  contributing  or  vol- 
unteering. 
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How  do  candidates  view  PACs  which  contribute 
to  their  opponents? 

RANDY  ENWRIGHT:  Most  people  who 
run  for  office  realize  PACs  support  candidates 
who  support  the  PACs  views.  If  both  candi- 
dates support  the  views  of  a particular  PAC, 
that  PAC  will  often  choose  to  contribute  to 
neither  candidate. 

ELIZABETH  BUCK:  Understandably,  the 
candidate  will  perceive  that  the  PAC  does  not 
share  the  candidate's  views  on  issues  most  im- 
portant to  the  PAC.  Because  of  their  public 
positions  on  the  issues,  candidates  often  know 
from  which  PACs  they  might  reasonably  seek 
a contribution. 

The  campaign  finance  system  has  been  under 
scrutiny  lately.  Why? 

RANDY  ENWRIGHT:  lowans  become 
disenchanted  with  the  political  system  when 
they  hear  a legislator  used  contributions  to 
purchase  a car.  They  also  get  upset  when  they 
hear  a key  legislator  is  holding  a fundraiser 
during  the  legislative  session,  at  a time  when 
he  is  deciding  the  future  of  bills  being  pushed 
by  the  same  lobbyists  from  whom  he  is  solic- 
iting contributions.  When  incidents  such  as 
these  occur,  the  voters  have  a right  to  demand 
meaningful  reform. 

ELIZABETH  BUCK:  The  cost  of  running 
a competitive  and  effective  campaign  has  risen 
dramatically  in  recent  years.  In  all  likelihood, 
this  trend  will  continue.  As  the  need  to  raise 
money  increases,  many  campaigns  seek  PAC 
contributions,  making  it  seem  that  the  role  of 
individuals  is  decreasing.  Also,  PAC  contri- 
butions have  been  perceived  by  some  as  influ- 
ence-peddling. 

What  alternatives  are  there  to  the  present  sys- 
tem? 

RANDY  ENWRIGHT:  The  Republican 
Party  and  Governor  Branstad  have  asked  for 
campaign  finance  reform.  We  support  a ban 
on  fundraisers  for  legislators  during  the  leg- 
islative session.  We  also  support  prohibiting 
officeholders  from  using  campaign  contribu- 
tions for  personal  use. 

Governor  Branstad  has  asked  that  all  can- 
didates for  governor  be  required  to  disclose, 
on  a daily  basis,  contributions  they  have  re- 
ceived. This  would  let  voters  know  if  any  out- 
side groups  are  trying  to  influence  the  election 
at  the  last  minute. 


'Contributions  from  PACs  are 
very  important  to  candidates 
seeking  office  in  the  1990s  be- 
cause of  the  rising  cost  of  run- 
ning campaigns.' 


Republican  Party  Chairman  Richard 
Schwarm  has  also  asked  for  creation  of  a bi- 
partisan ethics  committee  comprised  of  an 
equal  number  of  Republicans  and  Democrats. 
Mr.  Schwarm  feels  this  bipartisan  committee 
is  a must  if  we  are  going  to  make  our  elected 
officials  accountable  to  voters. 

ELIZABETH  BUCK:  Public  financing,  such 
as  the  system  used  in  the  presidential  general 
election,  would  be  one  alternative  to  the  pres- 
ent system.  Less  dramatic  changes  might  in- 
clude partial  public  financing  as  operates  dur- 
ing the  presidential  nominating  process,  overall 
campaign  spending  limits,  or  tighter  restric- 
tions on  the  use  of  campaign  funds. 
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Protective. 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  prioritv'.  Me  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

.And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liabilitv  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  vour  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  rec 
financial  strength  and  stabiliW  W ith  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  indiWdual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  comer,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  vour  area  todav. 


Seri'itig  Iowa  Physicians  Since  1920. 


Gerrj  Smeader,  Suite  512,  Merle  Hay  Tower,  5800  .Merle  Hay  Road.  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  every'  four  of  your 
patients  has  overweight  problems 
that  need  medical  help  , the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself. 

For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 
250,000  patients! 

Medifast  will  work  for  \'ou,  too. 

Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 


TRAININC,  MANU  ALS 

The  Medifast  Program  includes: 

★ Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 


★ Medifast  Supplements  - Extremely' 
high  quality'.  Medically  formulated. 
Nutritionally  complete. 


Lifestyles:  PATIENT  Sl'PK)RT 


★ Lifestyles  - The  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  Ihing. 


are  simply  ineffective.  And,  severe 
overw'eight  threatens  your  patient’s 
health.  Primary'  Care  Physicians  of 
every'  specialty'  recognize  Medifast  to 
be  an  important  addition  to  their 
prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 
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★ Clinical  Consultation  - Medical 
and  technical  support  specialists 
available  daily’  at  our  toll-free  number. 

★ Practice  Promotion  Portfolio  - 
Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 

★ Natiotial  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 

You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 


For  complete  information  call  toll-free 

1-800-638-7867 

Or  write; 

The  Nutrition  Institute  of  Maryland 
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Director,  Clinical  SeiA’ices 
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IS  YOUR  SPECIALTY  WORTH 
AN  EXTRA  $8,000 AYEAR? 


If  you  are  a resident  in  anesthesiology,  orthopedic 
surgery,  or  general  surgery— which  includes  neurosurgery,  colon/rectal, 
cardiac/thoracic,  pediatric,  peripheral/vascular  or  plastic 
surgery— you  could  be  eligible  for  an  $8,000 
annual  stipend  in  the  Army  Reserves  New  Specialized 
Training  Assistance  Program. 

Your  skills  in  one  of  these  specialties  are  worth  a lot  to  us, 
so  we  are  offering  you  the  opportunity  to  use  them  in  a variety  of 
challenging  settings,  from  major  medical  centers 
to  field  hospitals.  In  addition  to  your  salary  as  an  Army  Reserve 
Officer,  you  will  also  receive  a monthly  stipend. 

We  realize  that  a resident’s  schedule  is  hectic,  so  we  will  be  flexible 
about  the  hours  you  serve.  You  could  serve  as 
little  as  two  weeks  a year  now,  with  a small  obligation  later  on. 

If  you  would  like  more  information 
about  this  stipend  program,  or  about  other  medical  opportunities 
in  the  Army  Reserve,  call  toll-free,  hSOO-USA-ARMY 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Necrotizing  Fasciitis 
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Early  recognition  of  necrotizing  fasci- 
itis is  the  key  to  successful  treatment. 
However,  initial  presentation  of  this 
disease  is  variable.  In  this  case  report, 
the  first  clinical  evidence  was  a gram 
stain  of  the  deep  surface  of  the  super- 
ficial fascia. 


Necrotizing  soft  tissue  infections  are  rare 
and  require  early  diagnosis  and  treat- 
ment. These  infections  include  a myriad  of 
confusing  syndromes  which  have  been  based 
upon  various  combinations  of  bacterial  etiol- 
ogy, anatomic  location,  portal  of  entry,  strata 
of  skin  involvement,  the  clinical  appearance 
on  presentation  and  the  clinical  course.  Syn- 
dromes include  necrotizing  fasciitis,  strepto- 
coccal myonecrosis,  meleneys  ulcers,  mele- 


Dr.  Davaiah  is  a pathologist  and  the  other  authors  are  members  of 
the  department  of  surgery,  of  which  Dr.  Dragstedt  is  the  chairman,  at 
Veterans  Administration  Hospital  in  Des  Moines. 


neys  synergistic  gangrene,  acute  nonclostridial 
crepitant,  nonclostridial  gas  gangrene,  syner- 
gistic necrotizing  cellulitis,  necrotizing  cellu- 
litis, bacterial  synergistic  gangrene,  necro- 
tizing erysipelas,  hemolytic  streptococcal  gan- 
grene and  Fournier's  gangrene.  Furthermore, 
there  apears  to  be  no  microscopic  difference 
between  these  syndromes.  There  is  throm- 
bosis of  cutaneous  microcirculation.  This  ob- 
servation leads  one  to  consider  the  possibility 
these  infections  are  the  same  disease  process 
at  different  stages  or  these  syndromes  share 
common  clinical  presentations.^  ^ 

The  key  to  treatment  is  early  diagnosis. 
Various  methods  have  been  described.  Re- 
ports have  used  manometric  measurements  of 
intrafascial  pressure,  frozen  sections  or  place- 
ment of  sterile  instruments  below  the  super- 
ficial fascia  to  determine  its  attachment  to  un- 
derlying tissues. In  this  case  report,  a gram 
stain  taken  below  the  superficial  fascia  early 
in  the  clinical  course  was  the  earliest  clue  that 
a serious  surgical  infection  was  present. 

Case  Report 

A 55-year-old  Type  II  non-insulin  de- 
pendent diabetic  fell  from  a hay  loft  onto  a 
manger  3 days  prior  to  presentation.  Fie  suf- 
fered abrasions  of  his  right  and  left  elbows  and 
right  and  left  knees.  He  was  in  shock  upon 
arrival  at  a referring  Veterans  Administration 
nursing  home  with  an  infected  right  leg.  Blood 
pressure  was  90/60,  pulse  150,  ABG's  ph  7.2, 
pC02  23,  and  p02  90.  With  the  presumed  di- 
agnosis of  septic  shock,  the  patient  was  sta- 
bilized on  fluids,  placed  on  Cefotan/ Amikacin/ 
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Cleocin  and  transported  to  the  Veterans 
Administration  Medical  Center,  Des  Moines. 

At  Veterans  Administration  Medical  Cen- 
ter the  patient  had  increasing  swelling  with 
pain  and  erythema  of  the  right  leg.  He  was 
noted  to  have  purple  bullae  in  the  involved 
area  of  the  right  thigh.  The  patient  was  afe- 
brile, hypotensive  (SBP<60),  ABC's  ph  7.31, 
PCO2  23,  and  p02  99;  WBC  17.0  (83  Segs/10 
Bands/5  Lymphs);  glucose  319;  Creatine  3.4; 
potassium  4.8.  The  gram  stain  of  skin  and  bul- 
lae fluid  revealed  Gram  -1-  cocci  in  chains.  Pen- 
icillin was  added  to  the  antibiotic  regimen.  Do- 
pamine, levophed,  dobutamine,  albumin  and 
fluids  were  used  over  the  next  24  hours  to 
maintain  pressure  and  kidney  function.  The 
patient  was  also  in  DIC.  He  was  treated  ap- 
propriately for  these  problems. 

Surgical  consultation  was  obtained  to 
evaluate  the  right  leg.  The  right  thigh  was  in- 
volved from  the  groin  to  the  knee.  It  was 
edematous  with  the  appearance  of  a second 
degree  burn  and  scattered  areas  of  skin  necro- 
sis. There  was  no  purulent  discharge,  no  foul 
odor  and  no  sensation  over  the  involved  area. 
Pain  was  present  on  the  lateral  thigh  when 
flexed  and  the  bullae  had  been  excised  for  cul- 
tures and  gram  stain  of  fluids.  The  knee  joint 
had  been  tapped  with  negative  results.  Sur- 
gery prepped  and  draped  the  right  leg  to  ex- 
plore fascial  integrity.  The  fascia  was  intact  to 
finger  and  blunt  instrument  pressure.  Two 
small  incisions  (<  2 cm)  were  made  in  the  fas- 
cia. There  was  no  necrotic  subcutaneous  tissue 
present.  Gram  stain  and  cultures  of  the  tissue 
below  the  fascia  were  taken.  A curved  Kelleys 
hemostat  was  inserted  through  each  incision. 
The  instrument  did  not  pass  below  the  fascia. 
The  area  was  covered  with  Silvadiene  creme 
and  dressed  with  sterile  Kerlex.  A tentative 
diagnosis  of  severe  cellulitis  was  made.  The 
surgeons  anticipated  possible  skin  grafting. 
Later  that  evening  the  Gram  stain  revealed 
Gram-h  cocci  in  chains  below  the  fascia. 

The  following  morning  the  right  thigh  ap- 
peared necrotic  and  emergency  debridement 
of  the  area  was  done  (Figure  1).  During  the 
operation,  surface  necrosis  was  observed  in- 
volving most  of  the  right  thigh  and  extending 
onto  the  right  flank.  Exploration  revealed  mas- 
sive necrosis  of  subcutaneous  tissue.  Further 
examination  found  large  areas  of  muscle  ne- 
crosis. Deep  tissues  were  biopsied  for  tissue 
culture.  A high  AKA  was  performed  with  de- 


Figure  1 . Preoperative  photograph  of  right  thigh  show- 
ing extensive  skin  necrosis  and  necrotic  fascia. 


bridement  of  skin  and  subcutaneous  tissue 
along  the  right  flank.  All  cultures  of  skin  and 
subcutaneous  fascia  were  shown  to  be  B-Strep 
Group  A.  No  anaerobes  were  isolated.  The 
patient  is  currently  6 weeks  out  and  shows 
daily  improvement. 

Microscopic  Description 

The  section  of  the  skin  shown  demon- 
strates intact  epidermis  and  dermis.  There  was 
necrosis  of  the  superficial  fascia  and  the  mus- 
cle. In  the  fascia  and  around  the  necrotic  mus- 
cle there  were  polymorphonuclear  cell  infil- 
trates. Vasculitis  and  thrombosis  of  small 
vessels  in  the  fascias  were  seen  (Figures  2-5). 

Discussion 

Initial  injury  to  the  skin  (surgical,  minor 
or  major  accidental)  presents  with  acute  pain, 
erythema  and  edema.  The  symptoms  can 
mimic  less  serious  conditions  such  as  phlebitis 
or  hematoma.  If  the  process  continues  there 
is  cutaneous  ischemic  mottling  and  hemor- 
rhagic bullae  within  hours  to  days. 

There  is  small  vessel  thrombosis  which 
leads  to  muscle  hypoxia  and  increasing  cap- 
illary permeability.^' " The  resulting  edema 
leads  to  lymphatic  and  venous  outflow  ob- 
struction if  located  in  closed  fascial  compart- 
ments. Compartmental  pressure  elevation 
contributes  further  to  outflow  obstruction  and 
tissue  ischemia. Once  tissue  is  ischemic/ 
necrotic,  an  excellent  culture  medium  exists 
for  further  spread  of  the  infection. 

Ledingham's  classification  is  helpful  at  this 
point.  He  describes  necrotizing  fasciitis  (NF), 
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Figure  4.  Myonecrosis  with  acute  inflammatory  exu- 
date. 


where  a major  infective  process  in  the  sub- 
cutaneous tissue  is  followed  by  skin  gangrene 
and  progressive  bacterial  gangrene  (PEG)  di- 
rectly related  to  infection  of  the  skin.  The  dis- 
tinction is  based  on  the  rate  of  onset  and  clin- 
ical features  and  not  on  variable  bacteriological 
findings.  NF  is  rapid  and  characterized  by  in- 
distinct margins,  bullous  eruptions  with  patchy 
gangrene  and  widespread  subcutaneous  in- 
volvement beyond  the  margins  of  skin  in- 
volvement. PBG  is  slower  and  less  toxic  with 
distinct  margins,  spreading  areas  of  central 
gangrene,  full  thickness  skin  involved  and 
minimal  subcutaneous  involvement  beyond 
the  margins  of  skin  involvement. 

Reports  state  the  diagnosis  of  necrotizing 
fasciitis  is  made  at  surgery  with  demonstration 
of  liquefactive  necrosis  of  the  superficial  fas- 
cia.®'^ In  light  of  the  serious  sequella  of  these 


Figure  5.  Thrombosis  of  vessels  in  superficial  fascia. 


infections,  efforts  are  directed  toward  early  di- 
agnosis of  the  condition.  Efforts  have  been 
made  toward  this  goal.  Stamenkovic's  paper 
on  frozen-section  examination  is  reported  to 
be  reliable  and  results  in  earlier  treatment.  The 
mortality  rate  in  patients  in  whom  the  diag- 
nosis was  confirmed  by  frozen  section  biopsy 
was  12.5%;  the  mortality  rate  was  72.7%  for 
groups  in  whom  the  diagnosis  was  made  later 
on  clinical  grounds  or  at  surgery.^  Stamen- 
kovic's paper  is  useful,  but  most  of  the  diag- 
noses were  made  on  an  average  of  21  hours 
after  the  onset  of  symptoms  (range  0-4  days) 
and  the  patients  with  diagnosis  based  on  clin- 
ical grounds  had  surgery  delayed  on  an  av- 
erage of  6 days  (range  1-15  days)  after  the  onset 
of  symptoms.  It  appears  the  patient  popula- 
tion in  this  study  did  not  have  an  aggressive 
(Continued  next  page) 


Figure  2.  Skin  with  subcutaneous  tissue  showing  in- 
flammatory cells  in  deep  dermis  and  subcutaneous  tissue. 
Epidermis  and  dermis  intact. 


Figure  3.  Inflammatory  exudate  in  tbe  subcutaneous 
tissue,  with  necrosis. 
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form  of  the  disease,  the  average  onset  of  symp- 
toms in  the  2 groups  being  21  hours  and  6 
days  respectively. 

Aitkens  reported  elevated  muscle  com- 
partment pressure  helped  to  confirm  the  di- 
agnosis of  myonecrosis  in  3 of  9 patients  in  his 
study. 3 Increasing  intracompartmental  pres- 
sure is  not  a constant  for  patients  with  severe 
soft  tissue  infections. 

This  case  points  out  the  diagnostic  di- 
lemma facing  clinicians  in  early  recognition  of 
this  disease.  The  initial  presentations  are  too 
variable  for  the  various  syndromes  described 
in  the  literature.  No  one  piece  of  clinical  or 
laboratory  data  can  nail  down  the  diagnosis. 
The  whole  picture  must  be  kept  in  mind.  This 
necrotic  process  is  dynamic.  In  its  early  stages, 
it  appears  superficial  but  the  deeper  tissue  in- 
volvement may  have  already  begun.  This  has 
been  recognized  by  individuals  who  have  used 
frozen  sections  or  hourly  manometric  pressure 
measurements  to  detect  rises  in  intrafascial 
pressure.^  In  this  case,  the  deeper  layer  of  su- 
perficial fascia  was  involved  early.  Within  6 
hours  of  the  initial  surgical  evaluation,  the  non- 
necrotic  viable  subcutaneous  tissue  became 
necrotic.  The  only  suggestion  of  deeper  in- 
volvement was  the  gram  stain. 

Conclusion 

Studies  have  observed  that  regardless  of 
advances  in  bacterial  culturing  techniques,  im- 
proved antibiotics  and  awareness  of  these 
infectious  processes,  these  fulminating  in- 
fections are  frequently  misdiagnosed.  Tradi- 
tionally, the  diagnosis  of  necrotizing  fasciitis 
is  made  at  surgery  with  the  demonstration  of 
liquefactive  necrosis  of  the  superficial  fas- 
cia.^ Surgical  soft  tissue  infectious  syn- 
dromes have  been  confused  over  the  years  due 
to  the  varied  nature  of  this  rare  and  often  fatal 
disease.  The  simplified  classification  of  Led- 
ingham  is  useful  in  the  identification  of  the 
disease  process  but  offers  the  diagnosis  ret- 
rospectively. 

Early  diagnosis  is  the  key  as  pointed  out 
by  all  authors  in  the  literature  reviewed  herein. 
Only  2 papers  have  addressed  the  early  pres- 
entation of  this  disease.  Stamenkovic  and  Ait- 
ken  can  offer  no  certain  way  to  nail  down  the 
diagnosis.^'  ^ In  this  case,  a subfascial  gram  stain 
showed  bacteria  in  healthy  viable  intact  fascia 
and  subcutaneous  tissue  prior  to  its  subse- 
quent necrosis.  This  demonstrates  the  micro- 


scopic disease  process  prior  to  any  clinical  evi- 
dence of  the  disease.  This  is  not  offered  as  a 
means  to  make  the  diagnosis  early;  however, 
in  studies  where  the  gram  stain  shows  bacteria 
in  an  area  that  is  normally  sterile,  one  must 
institute  at  least  hourly  observation  of  the  in- 
fection. 
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The  Editor  Comments 


The  Physicians'  Window 


HE  WASHINGTON  NATIONAL  CATHEDRAL, 

properly  named  the  Cathedral  Church 
of  St.  Peter  and  St.  Paul,  is  due  to  be  com- 
pleted in  the  late  1990s.  More  than  one 
hundred  years  of  planning  and  construction 
have  developed  a uniqueness  among  cathe- 
drals. Named  after  George  Washington,  the 
cathedral  has  a charter  from  the  U.S.  Con- 
gress and  serves  the  entire  nation  as  well  as 
drawing  loyalties  from  people  from  all  the 
states  and  from  many  different  church  al- 
legiances. The  cathedral  stands  as  a land- 
mark of  our  native  religious  heritage  as  well 
as  housing  a vast  collection  of  the  works  re- 
flecting the  talents  of  20th  century  artists 
and  craftsman. 

In  a prominent  position  nearest  the 
Rose  Window  of  the  cathedral  is  the  Physi- 
cians' Window.  The  cover  of  this  issue  of 
IOWA  MEDICINE  proudly  presents  a photo- 
graph of  that  beautiful  stained  glass  win- 
dow. The  central  lancet  of  the  window  de- 
picts Christ,  the  Great  Healer,  flanked  by 
Louis  Pasteur  and  Sir  Wilfred  Grenfell  of  Lab- 
rador. The  predellas  of  the  3 lancets  portray 
Christ  healing  a leper  (central),  the  medical 
laboratory  and  a country  doctor  driving  his 
horse-drawn  buggy,  racing  a stork  overhead. 
Obviously,  the  artist  William  H.  Burnham 
had  a unique  insight  to  the  medical  profes- 
sion. 

It  is  not  unusual  that  cathedrals  closely 
relate  to  the  medical  profession.  In  addition 
to  the  Physicians'  Window,  in  the  St.  John 
Chapel  the  "miracle  windows"  portray  23  of 
the  miracles  of  Jesus.  There  is  also  in  the  ca- 
thedral a stained  glass  window  memorializ- 
ing Florence  Nightingale.  That  window  de- 
picts her  as  a Lady  of  the  Lamp  during  the 
Crimean  War  and  as  a founder  of  the  School 


of  Nursing  at  St.  Thomas  Hospital  in  Lon- 
don. The  significant  words  Faith,  Science, 
Charity  and  Hope  appear  at  the  top  of  the  2 
lancets  of  this  window. 

The  physician  must  often  equate  his  sci- 
entific education  with  his  spiritual  inclina- 
tions of  a religious  awe  for  the  human  body. 
We  desire  to  know  the  "what"  and  "why" 
of  illnesses  and  the  resultant  affect  upon  the 
body  as  well  as  the  mind  of  the  patient.  The 
comparative  history  of  religion  and  medicine 
reveals  a tapestry  woven  of  various  civiliza- 
tions intertwined  with  their  beliefs  about 
healing.  Mystic  forces  made  their  appear- 
ance early;  the  primitive  witch  doctor  previ- 
ously depending  upon  magic  rituals  and  de- 
monic forces.  The  first  mystical  forces 
involved  kneeling  before  various  deities  beg- 
ging for  illness  to  leave  the  patients'  body. 
Later  in  history,  astrology,  mythology  and 
superstition  became  prominent. 

The  advent  of  Christianity  ushered  in  a 
power  of  healing  as  a basis  of  medicine. 
Christ  performed  miracles  of  healing  and,  of 
his  apostles,  St.  Luke  was  foremost  in  shar- 
ing that  divine  gift.  St.  Luke,  the  son  of  a 
Greek  slave  liberated  by  a Roman  family, 
practiced  medicine  in  Antioch.  His  desire  to 
help  the  poor  was  perhaps  one  reason  St. 
Paul  called  him  "the  beloved  physician." 

We  are  pleased  to  dedicate  this  issue  of 
IOWA  MEDICINE  to  "healing  is  a sacred  art  re- 
quiring pure  hands  and  pure  heart."  Luke 
preached  religio  medici,  a compassion  for  the 
suffering  and  down  trodden  as  well  as  a 
faith  in  the  divine  art  of  healing.  Whatever 
our  religious  faith,  we  cannot  practice  our 
art  of  medicine  alone,  for  hands  alone  can- 
not triumph  over  the  ailments  which  might 
affect  the  body  and  mind.  — M.E.A. 
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CME  Notebook 

Truth,  Drool  and  Tar  Water 


From  the  mouths  of  babes  comes  truth, 
or  so  some  say.  For  sure,  there  comes 
drool.  And  from  the  mouths  of  distin- 
guished savants  comes  truth,  but  also  there 
may  come  drivel,  honest  errors,  or  even  con- 
scious lies.  To  assess  truth  is  an  ancient  phil- 
osophical conundrum.  What  we  now  call  sci- 
ence, or  the  scientific  method,  serves  remark- 
ably well  for  attaining  certain  kinds  of  truth 
but  fails  utterly  for  gaining  or  judging  truth 
of  many  other  kinds.  As  too  many  instances 
of  contemporary  scientific  fraud  reveal,  sci- 
ence, just  as  other  useful  tools,  can  be  dis- 
torted, misused  or  applied  to  morally  sus- 
pect purposes.  Too  often,  some  scientists 
grow  so  self-secure  in  their  relationship  to 
truth  that  that  they  inappropriately  general- 
ize their  expertness  to  matters  about  which 
they  are  not  expert,  as  in  the  following  example . 

My  dermatological  interests  led  me  to 
seek  the  history  about  the  topical  use  of  tar 
to  treat  various  skin  ailments.  My  search  dis- 
closed this  appropriate-sounding  title:  Philo- 
sophical Reflexions  (sic)  and  Inquiries  Concerning 
the  Virtues  of  Tar  Water,  published  in  Lon- 
don, 1744,  by  the  Right  Rev.  Dr.  George 
Berkeley,  Lord  Bishop  of  Cloyne.  A well 
known  major  figure  in  the  history  of  ideas, 
he  reasoned  that  we  know  only  sensory 
data,  which  means  we  cannot  ever  be  cer- 
tain of  any  reality  beyond  our  own 
thoughts,  but  can  only  infer  a universe  “out 
there"  by  interpreting  or  extrapolating  the 
data  received  from  our  senses  — “to  be  is  to 
be  perceived."  (He  is  also  known  for  his  fa- 
mous comment,  “Westward  the  course  of 
empire  wends  its  way,"  which  justifies  the 
naming  of  Berkeley,  California.) 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


He  meant  by  tar  water  a dilute  acqueous 
extract  derived  from  tar  resins  of  pines  and 
firs,  not  from  the  coal,  fish,  or  petroleum 
tars  which  yield  contemporary  dermatologic 
products.  More  importantly,  the  tar  water 
thus  obtained  was  drunk,  not  applied  to  the 
skin.  It  served  splendidly,  claimed  the  good 
Bishop,  in  treating  mild  smallpox,  infected 
cutaneous  eruptions  and  ulcers  and  suc- 
ceeded “beyond  my  hopes  in  a tedious  and 
painful  ulceration  of  the  bowels,  in  a con- 
sumptive cough  and  ...  an  ulcer  in  the 
lungs."  He  also  found  it  very  helpful  in  a 
person  subject  to  years  of  erysipelatous  fe- 
vers. He  “never  knew  anything  so  good  for 
the  stomach  as  tar  water;  it  cures  indigestion 
and  gives  a good  appetite.  It  is  an  excellent 
medicine  in  the  asthma."  And  in  case  you're 
unimpressed,  he  found  that  it  improves  cir- 
culation, aids  cachectic  and  hysteric  states,  is 
an  excellent  diuretic  and  “very  good  for  the 
gravel." 

His  senses  clearly  led  him  to  surmise  a 
clinical  universe  different  from  the  one  my 
senses  surmise,  although  I shouldn't  be  criti- 
cal, perhaps,  until  he's  been  shown  wrong 
through  careful  clinical  trials. 

He  seemed  aware  of  the  flap  he  would 
cause,  to  judge  from  this  comment:  “Noth- 
ing is  more  difficult  or  disagreeable  than  to 
argue  men  out  of  their  prejudices;  I shall  not 
therefore  enter  into  controversies  on  this 
subject,  but  if  men  dispute  and  object,  shall 
leave  the  decision  to  time  and  trial." 

In  his  defense,  though,  I offer  this  ac- 
ceptable sentence:  “He  that  would  make  a 
real  progress  in  knowledge  must  dedicate 
his  age  as  well  as  youth,  the  later  growth  as 
well  as  first  fruits,  at  the  altar  of  truth."  In 
other  words,  hang  in  there,  folks. 
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MOST  OF  THE  f EOPLE  IN  THIS 
BUILDING  mVE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 

IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  affects  our 
patients  and  our  profession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 


1001  Grand  Avenue  / West  Des  Moines,  Iowa  / Telephone  515-223-1401 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  the  IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of 
or  failure  to  make  pac  contributions.  Contributions  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid 
for  by  the  Iowa  Medical  Political  Action  Committee,  1001  Grand  Avenue,  West  Des  Moines,  lA  50265.  Contributions  to  AMPAC  and  IMPAC  are  not 
deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes.  If  your  practice  is  incorporated,  IMPAC  and  AMPAC  voluntary  political 
contributions  should  be  written  on  a personal  check. 


Health  Care 
Coverage 
That  Wasn’t  Bom 

Yesterday 

The  changes  in  health  care  and  health  coverage  in  the 
last  five  decades  have  been  tremendous.  And,  through  it 
all,  Iowa’s  Blue  Cross  and  Blue  Shield  Plans  have  set  the 
pace.  All  the  while,  we  have  worked  diligently  to  help  our 
customers  get  the  most  out  of  their  health  care  dollars,  to 
provide  excellence  in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total  Health  Network 
of  Iowa  and  Family  Health  Plan,  our  innovative  health 
maintenance  organizations...  ALLIANCE  Select,  our  pre- 
ferred provider  program... and  Delta  Dental  Plan  of  Iowa. 

We’ve  worked  with  the  providers  of  health  care  for  50 
years  to  assure  lowans  of  affordable,  high-quality  cover- 
age. And  you  can  be  sure  that  we’ll  be  doing  the  same  for 
another  50  years.  It’s  a tradition  we’re  proud  of. ..and  one 
you  can  count  on. 


Blue  Cross 
Blue  Shield 


Des  Moines ' Sioux  City 


Practice  Management 


Tax  Planning  Saves  Money 


Traditional  tax  planning  generally  in- 
volves deferring  income  at  year  end.  This 
year,  taxpayers  have  an  opportunity  to  gen- 
erate ordinary  income  at  a maximum  federal 
tax  rate  of  28%  (or  33%  during  the  window 
period  when  the  15%  rate  and  personal  ex- 
emptions are  phased  out.) 

A 28%  rate  is  excellent  and  it  is  likely  rates 
will  increase.  Taxpayers  should  keep  their  op- 
tions open  and  monitor  congressional  delib- 
erations carefully  this  fall.  Income  acceleration 
decisions  can  be  made  in  mid-November  or 
early  December.  If  Congress  leaves  the  rates 
unchanged,  deferrals  of  income  using  typical 
deferral  methods  may  be  the  best  strategy. 

If  you  decide  to  accelerate  deductions  in 
1989,  the  following  tax  tips  will  help  you  re- 
duce your  tax  bill  and  avoid  penalties: 

• Prepay  your  state  income  and  local 
property  taxes. 

• Accelerate  rental  property  deductions. 
In  1989,  only  20%  of  certain  rental  loss  will  be 
deductible.  This  will  be  further  reduced  to  10% 
in  1990.  It  is  also  important  to  determine 
whether  your  losses  may  fall  within  the  special 
exception  which  allows  a rental  loss  of  up  to 
$25,000  for  taxpayers  with  adjusted  gross  in- 
come of  $100,000  or  less.  The  exception  is 
phased  out  for  incomes  from  $100,000  to 
$150,000.  If  you  expect  your  income  to  limit 
your  rental  loss  deduction  in  1990  but  not  in 
1989,  you  will  benefit  by  accelerating  rental 
expenses  into  1989. 

• A 401  (k)  plan  is  an  excellent  way  to  save 
for  retirement.  In  1989  you  can  contribute  up 
to  $7,627  into  your  401  (k)  plan. 

• There  has  been  a lot  of  discussion  in  the 
past  year  regarding  a possible  reduction  in 
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capital  gains  rates.  It  appears  President  Bush 
has  enough  support  in  Congress  to  get  some 
reduction  in  the  capital  gain  rate  passed  into 
law.  You  may  want  to  delay  selling  appreci- 
ated assets  until  the  effective  date  of  this  new 
legislation.  Waiting  until  the  capital  gain  rate 
is  reduced  from  28%  under  the  present  law  to 
19.6%  under  the  proposed  legislation  could 
save  you  about  8%  in  federal  income  taxes. 

• A contribution  to  your  favorite  charity 
before  December  31  is  another  way  to  reduce 
your  taxable  income.  You  may  want  to  donate 
appreciated  property,  deduct  the  full  value  of 
the  asset  and  avoid  paying  tax  on  its  appre- 
ciation. Also  consider  contributions  of  cloth- 
ing, miscellaneous  household  items  and  un- 
used tools  or  appliances  to  a charitable  orga- 
nization. The  fair  market  value  of  these  items 
is  an  allowable  deduction  in  the  year  the  con- 
tribution is  made. 

• In  1989,  you  can  deduct  only  20%  of 
personal  interest.  In  1990,  this  deduction  will 
drop  to  10%  and  will  be  completely  eliminated 
in  1991 . To  eliminate  your  consumer  debt,  con- 
sider liquidating  some  of  your  investments  or 
use  a home  equity  loan  to  pay  off  personal 
debt.  You  can  still  deduct  interest  on  home 
equity  loans  up  to  $100,000.  As  in  the  past, 
interest  on  business  loans  is  fully  deductible 
and  offset  against  your  business  income. 

• TRA  86  changed  rules  relating  to  mis- 
cellaneous itemized  deductions.  Now  only  ex- 
penses exceeding  2%  of  your  adjusted  gross 
income  are  deductible  as  itemized  deductions. 
To  maximize  this  deduction  for  miscellaneous 
expenses,  you  may  want  to  bunch  expenses 
into  alternate  years. 

Implementing  some  of  these  tax  planning 
ideas  before  December  31,  1989  may  save  you 
tax  money.  A professional  tax  advisor  may 
have  additional  ideas. 
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Iowa  Department  of  Public  Health 


Responding  to  Adolescent 
Health  Needs 


Responding  to  needs  of  iowa  youths,  the 
Iowa  Department  of  Public  Health  (IDPH) 
supports  several  adolescent  health  projects. 
These  projects  include  adolescent  health  care 
services,  TEEN  Line  and  the  Iowa  Adolescent 
Health  Journalism  Contest. 

Adolescent  health  care  services  are  pro- 
vided through  community-based  maternal  and 
child  health  agencies  that  contract  with  IDPH. 
Youths  who  otherwise  would  not  have  access 
to  adequate  health  care  receive  free  or  low- 
cost,  confidential  and  multi-disciplinary  care. 
Services,  which  conform  to  state  and  federal 
guidelines,  include  either  direct  care  or  referral 
to  other  health  care  providers. 

Youths  generally  initiate  contact  with  a 
child  health  clinic  because  of  an  immediate 
health  concern.  The  goal  of  adolescent  health 
services,  however,  is  to  provide  preventive 
health  care.  The  mission  is  to  inform  youths 
about  health  needs  and  encourage  them  to 
participate  in  an  ongoing  preventive  health 
program. 

Pilot  Projects 

An  assessment  process  helps  identify 
health  behaviors,  attitudes  and  risks  to  de- 
velop an  individualized  health  plan.  Case 
management  activities  facilitate  referrals  and 
monitor  intervention  outcomes  through  track- 
ing. 

All  maternal  and  child  health  agencies  that 
contract  with  IDPH  may  serve  Iowa  adoles- 
cents. In  addition,  3 child  health  agencies  have 
developed  adolescent  pilot  projects.  These 
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special  projects  are  located  in  Manning,  Mar- 
shalltown and  Waterloo. 

The  Manning  project,  which  collaborates 
with  the  Manning  Community  School  District, 
provides  student  wellness  and  health  assess- 
ment. The  Marshalltown  and  Waterloo  child 
health  agencies  sponsor  freestanding  adoles- 
cent, or  teen,  clinics.  These  teen  clinics  offer 
health  screening,  assessment,  health  educa- 
tion and  intervention  services. 

To  plan  adolescent  health  services,  a study 
is  now  in  progress  to  determine  perceptions 
of  teenage  health  problems  in  Iowa  such  as 
substance  abuse,  academic  pressures,  peer  or 
family  problems  and  depression.  Youths,  their 
families  and  their  communities  will  provide 
input  from  rural  and  urban  areas  on  needed 
health  care  services  in  Iowa.  Participating  com- 
munities are  Davenport,  Manning,  Marshall- 
town, Red  Oak  and  Waterloo. 

The  Iowa  Adolescent  Health  Care  Needs 
Assessment  is  sponsored  by  the  IDPH  and  the 
University  of  Iowa  School  of  Social  Work.  Di- 
recting the  study  are  Edward  Saunders,  Ph.D. 
and  Theora  Evans-Dodd,  MPH,  assistant  pro- 
fessors from  the  University  of  Iowa. 

The  study  involves  interviews  with  com- 
munity leaders  and  surveys  in  community  or- 
ganizations. Eocus  groups  for  students  and 
their  parents  also  are  being  conducted.  Results 
are  expected  to  be  available  in  early  1990.  IDPH 
will  use  the  results  in  conjunction  with  other 
studies  concerning  adolescent  behavior  and 
attitudes.  One  such  study,  “1987-1988  Iowa 
Study  of  Alcohol  and  Drug  Attitudes  and  Be- 
haviors Among  Youth,"  was  conducted  by  Dr. 
David  Wright,  consultant,  substance  abuse 
prevention  education,  Iowa  Department  of 
Education. 
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IDPH  will  coordinate  adolescent  health 
care  resources  with  other  state  agencies  that 
serve  Iowa's  youths  to  develop  statewide 
health  programs.  These  programs  will  expand 
existing  child  health  center  programs  for  10  to 
21-year-olds. 

The  Department  also  assists  in  supporting 
2 other  adolescent  health  projects  — TEEN  Line 
and  the  Iowa  Adolescent  Health  Journalism 
Contest.  These  projects  are  the  direct  result  of 
concerns  regarding  teen  communication  voiced 
by  the  Department's  Adolescent  Health  Ad- 
visory Committee. 

TEEN  line  is  a toll-free,  state-wide  health 
information  and  referral  program.  Calls  reflect 
teen's  concerns  on  health  matters.  Though 
TEEN  Line  is  not  a crisis  or  hot  line,  it  receives 
up  to  14  suicide  calls  per  month. 

Essays  received  through  the  Adolescent 
Health  Journalism  Contest  indicate  Iowa's  ad- 
olescents are  able  to  deal  with  vital  health  is- 
sues in  a straightforward  manner.  A sampling 
of  their  opinions  reveal  the  following  teens' 
thoughts. 

• Parents  should  take  a more  active  role 
in  sexuality  issues.  They  need  to  get  past  their 
embarrassment  and  stop  assuming  kids  al- 
ready know  everything  about  sex. 

• Sex  education  classes  help  teens  make 
responsible  decisions.  Classes  increase  teens' 
awareness  of  sexually  transmitted  diseases.  (A 
1986  poll  by  Pyschology  Today  found  that  among 
15  and  16-year-olds,  17%  who  took  sex  edu- 
cation were  sexually  active,  while  26%  who 
did  not  take  the  class  were  sexually  active.) 

• Adolescents  who  have  school,  home  or 
personal  problems  are  susceptible  to  depres- 
sion. 

For  more  information,  contact  the  Iowa 
Department  of  Public  Health,  Bureau  of  Ma- 
ternal and  Child  Health. 


Most 
patients 
need 
only  one. 


ANOTHER  IMS 
MEMBER  SERVICE 

Physicians  who  are  members  of 
the  Iowa  Medical  Society  may  ad- 
vertise in  the  classified  section  for 
3 months  without  charge. 
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(potassium  chloride)  20mEq 
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Sustained  Release 
Tablets 


A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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K^a  I Microburst 

(potassium  chlonde)  Sustaned  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  In  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation, 

WARNINGS:  Hyperkalemia— In  patients  with  Impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localiaed  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e.g. , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100.000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis- Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-OUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVEROOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNIN(>S)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves.  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 , Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml, 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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Manuscript  Information 
for  Authors 

Papers  submitted  must  be  double  spaced; 
triple  spaced  between  paragraphs  on  8V2  x 11 
pages.  A title  page  and  a short  abstract  sum- 
marizing the  article  should  be  included.  Due 
to  space  constraints,  brief  papers  (ideal  length 
is  5 double  spaced  typewritten  pages)  have  a 
better  chance  of  timely  publication.  If  possible, 
2 copies  should  be  submitted. 

All  persons  designated  as  authors  of  a 
particular  article  should  have  participated  suf- 
ficiently in  the  work  to  take  public  responsi- 
bility for  the  concept. 

The  paper  will  be  reviewed  by  the  pub- 
lications committee  and  a follow-up  letter  will 
be  sent  to  the  author,  either  accepting  or  re- 
jecting the  article. 

All  material  is  subject  to  editing  by  the 
staff  copy  editor  to  assure  clarity  and  good 
grammar  and  to  conform  to  iowa  medicine  style 
and  format.  The  author  will  receive  galley  proof 
of  the  paper  prior  to  publication  to  check  for 
inaccuracies,  but  no  rewriting  may  be  done 
after  the  manuscript  is  set  in  galleys. 

Please  follow  the  reference  list  style  as 
published  in  current  issues  of  iowa  medicine. 
If  the  reference  list  contains  more  than  10  ref- 
erences, it  will  not  be  published  with  the  paper 
but  retained  at  iowa  medicine  and  copied  upon 
request. 

Tables  should  be  numbered  and  typed  on 
a separate  sheet.  They  should  supplement,  not 
duplicate,  the  text.  Considering  the  produc- 
tion cost  of  tables  and  photos,  only  a limited 
number  can  be  accepted  with  each  article. 

Photos  should  be  black  and  white  glossy 
prints.  Some  color  photos  are  acceptable  if  the 
contrast  is  good. 

Line  drawings  are  acceptable  if  they  are 
dark  and  can  be  reduced  to  fit  in  one  column. 

IOWA  MEDICINE  accepts  only  material  which 
has  not  been  submitted  or  published  else- 
where. When  a paper  is  accepted  for  publi- 
cation, the  editors  reserve  the  right  to  publish 
it  when  appropriate  or  when  space  is  avail- 
able. Papers  submitted  by  IMS  physician 
members  are  given  first  priority. 

Papers  should  be  submitted  to: 

IOWA  MEDICINE 

1001  Grand  Avenue 

West  Des  Moines,  Iowa  50265 


Medical  News/Products  and  Programs 


MAMMOMATC  BREAST  IMAGING  SYSTEM 
NOW  ON  THE  MARKET  — Siemens  Medical 
Systems,  Inc.  has  been  granted  permission  by  the 
FDA  to  market  their  newest  mammography  system 
in  the  U.S.  A free-standing,  self-contained  imaging 
system,  the  MAMMOMAT  C is  designed  to  per- 
form mammography  screening  and  complete  radi- 
ological diagnosis  of  the  breast.  The  MAMMOMAT 
C has  motorized  the  manual  breast  compression  with 
maximum  pressure  levels  of  150  N and  200  N re- 
spectively. Motorized  compression  has  manual 
override.  When  the  exposure  is  completed,  pressure 
can  be  removed  immediately  with  the  system's  in- 
stant release  foot  pedal  located  in  the  control  side 
of  the  protective  shield.  MAMMOMAT  C pairs  a 
proven  microprocessor-controlled  high  frequency 
generator  with  Siemens  lONTOMAT  P,  automatic 
exposure  control.  The  MAMMOMAT  C diagnostic 
configuration  provides  magnificatio7i  and  biopsy  lo- 
calization capability. 


For  additional  information  contact  Siemens 
Medical  Systems,  Inc.,  Roentgen  Systems  Divi- 
sion, 186  Wood  Avenue  South,  Iselin,  New  Jersey 
08830. 

MANUAL  TO  OUTLINE  NEW  FEDERAL 
REGULATIONS  — The  Nebraska  Academy 
of  Family  Physicians  has  published  An  Organ- 
izational Manual  for  the  Physicians'  Office  Labo- 
ratory. The  manual  has  been  endorsed  by  the 
American  Academy  of  Family  Physicians 
Commission  on  Health  Care  Services  as  in- 
valuable in  bringing  physicians'  office  labs  into 
line  with  new  federal  regulations.  The  manual 
includes  an  up-to-date  discussion  of  the  Clin- 
ical Laboratory  Improvement  Amendment  of 
1988  (CLIA-88)  as  well  as  a detailed  outline  for 
setting  up  an  office  lab  which  will  meet  federal 
regulations.  CLIA-88  will  bring  physicians'  of- 
(Continued  next  page) 
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fice  laboratories  under  the  regulatory  control 
of  the  Health  Care  Financing  Administration 
(HCFA)  beginning  January,  1990. 

The  manual  may  be  purchased  from  Ne- 
braska Academy  of  Family  Physicians,  401  N. 
117th  Street,  Suite  202,  Omaha,  Nebraska 
68154.  The  price  is  $29.95  ($19.95  unbound). 


Recent  Books 


Upchurch,  D.  Thomas,  M.D.,  editor,  1989, 
Otolaryngology:  Problems  in  Primary  Care,  Med- 
ical Economics  Books,  Oradell,  New  Jersey, 
$42.95.  This  is  a compact,  well-organized  ref- 
erence book  for  the  primary  physician.  There 
are  4 sections:  1)  assessment:  considerations 
of  anatomy,  physiology  and  examination;  2) 
problems:  a number  of  major  problem  areas 
which  may  present  in  the  daily  practice  of  the 
primary  physician;  3)  review  of  specific  dis- 
eases; and  4)  discussion  of  emergency  situa- 
tions involving  head  and  neck  structures.  Con- 
cise and  appropriate  for  the  primary  physician, 
this  book  is  an  easv  source  of  reference. 

Buchanan,  James  H.,  1989,  Patient  Encounters: 
The  Experience  of  Disease,  The  University  of  Vir- 
ginia Press,  Charlottesville,  Virginia  22903, 
$24.95.  The  author,  in  a delightful  way,  tells 
the  story  of  a number  of  devastating  diseases, 
e.g.,  Alzheimer's,  acromegaly,  AIDS,  amy- 
otrophic lateral  sclerosis.  He  combines  the  sci- 
entific with  the  subjective  to  provide  a vivid 
insight  to  the  mechanisms  and  the  progression 
of  various  diseases.  He  draws  upon  valid  ref- 
erences for  scientific  descriptions  of  the  day  to 
day  experiences  of  the  victim.  The  personal 
experiences  of  the  patients  present  an  aspect 
of  disease  processes  in  a manner  no  medical 
textbook  can  relate. 

Heiby,  Walter  A.,  1988,  The  Reverse  Effect, 
MediScience  Publishers,  Deerfield,  Illinois 
60015,  $59.50.  The  subtitle  of  this  1,198  page 
work  provides  some  insight  to  the  content  — 
"How  vitamins  and  minerals  promote  health 
and  cause  disease."  The  title  page  carries  this 
admonition:  "Laymen  should  not,  however, 
construe  the  ideas  in  this  book  to  be  medical 
advice.  Consult  your  physicians  regarding 
specific  health  problems."  The  author  has  col- 
lected 4,821  references  to  present  his  contro- 
versial thesis  and  states  in  his  preface  thou- 


sands more  were  studied  but  not  cited.  Many 
physicians  will  take  offense  to  his  pronounce- 
ments. It  is  a value  to  know  his  thoughts,  how- 
ever, because  many  lay  persons  will  have  read 
this  book.  He  is  definitely  in  the  camp  of  the 
holistically-oriented  doctors  and  declares 
rightly  so,  that  doctors  are  often  relatively  un- 
trained in  nutrition  and  other  alternative  health 
modalities.  He  indicates  doctors  are  more  dis- 
ease oriented  than  health  oriented. 

Moore,  Mike,  editor,  1989,  Health  Risks  and  the 
Press,  The  Media  Institute,  3017  M Street, 
N.W.,  Washington,  D.C.  20007,  $12.95  plus 
$1.00  shipping  cost.  This  book  offers  the  per- 
spective of  6 noted  scientists,  academicians  and 
journalists  on  media  coverage  of  environmen- 
tal health  risks.  Though  of  special  interest  to 
health  and  science  writers,  editors  and  pro- 
ducers, executives  of  companies  involved  in 
risk  assessment  and  management  will  find  the 
essays  interesting.  The  final  words  of  the  last 
essay  place  the  discussion  in  a proper  per- 
spective — that  health-risk  information  must 
be  "reasonable,  thorough,  balanced  and  up- 
dated as  facts  change." 
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U.  of  I.  College  of  Medicine 


A NEW  RESEARCH  FACILITY  IN  THE  COL- 
LEGE HAS  BEEN  NAMED  TO  HONOR 
DEAN  JOHN  W.  ECKSTEIN,  a 1950  graduate 
of  the  UI  medical  school.  Eckstein,  a native  of 
Central  City,  was  named  dean  in  1970.  He 
earned  international  distinction  and  a number 
of  grants  and  other  awards  for  his  cardiology 
research  while  a member  of  the  internal  med- 
icine faculty  from  1954-70  and  in  1979  was 
president  of  the  American  Heart  Association. 
The  new  building  has  5 floors  of  laboratory 
space  for  up  to  200  staff  members.  Six  "cores" 
of  specialized  equipment  to  permit  research  at 
the  cellular  and  molecular  levels  are  included. 
This  equipment  also  facilitates  the  increasingly 
interdisciplinary  nature  of  biomedical  re- 
search. (The  building,  completed  in  1988,  had 
been  called  the  Human  Biology  Research  Fa- 
cility.) 

WITH  AN  INNOVATIVE  CLINICAL  TECH- 
NIQUE, Dr.  Michael  Trigg,  Pediatrics,  has 

achieved  a survival  rate  of  approximately  40%  in 
children  with  acute  lymphoblastic  leukemia  who  have 
failed  conventional  chemotherapy.  This  service  in 
the  University  Hospitals  and  Clinics  is  innovative 
in  that  it  can  use  donors  who  are  not  good  matches 
for  recipients. 

A THIRD  FACULTY  MEMBER  HAS  BEEN 
NAMED  TO  BE  A HOWARD  HUGHES 
MEDICAL  INSTITUTE  INVESTIGATOR.  He 
is  Dr.  Kevin  P.  Campbell,  Physiology  and 
Biophysics,  who  will  be  fully  supported  by  the 
Hughes  organization  for  at  least  7 years  in  re- 
search of  his  choice.  Campbell  studies  the 
function  of  proteins  in  regulating  movement 
of  calcium  in  muscle  cells.  Earlier  this  year  his 
team  isolated  the  protein  dystrophin,  lack  of 
which  causes  Duchenne  muscular  dystrophy. 
Isolation  of  the  protein  allows  examination  of 
structure  and  function  that  could  lead  to  a 
treatment  or  therapy.  Iowa  is  the  only  Big  Ten 
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university  with  Hughes  Investigators  outside 
a Hughes  branch  institute  like  the  one  at  the 
University  of  Michigan.  All  3 at  Iowa  have  been 
named  since  May. 

THE  FIRST  TELEVISED  GRAND  ROUNDS  OF 
THE  DEPARTMENT  OF  PEDIATRICS  were 
presented  to  pediatricians  and  family  physicians  in 
several  Iowa  locations  in  September,  1989.  Partic- 
ipants interacted  via  live  TV  and  telephone.  The 
topic  was  the  recent  announcement  in  Science  mag- 
azine (September  9)  of  isolation  of  the  gene  linked 
to  the  cause  of  cystic  fibrosis.  UI  presenters  were 
Miles  Weinberger,  Jeffrey  Murray,  and  Jeffrey 
Smith. 

AS  IT  HAS  EACH  YEAR  FOR  THE  PAST 
SEVERAL  YEARS,  THE  PERCENTAGE  OF 
WOMEN  STUDENTS  in  UI  medical  classes 
went  up  this  fall,  to  35.5%  among  freshmen 
and  34%  overall.  It  is  the  highest  proportion 
in  freshmen  since  41.7%  9 years  ago.  The 
freshman  class  numbers  172,  and  its  overall 
entering  grade  point  average  of  3.5  is  above 
the  national  average.  Eighty-seven  percent  are 
from  Iowa.  There  are  19  students  in  the  Ed- 
ucational Opportunities  Program  for  academ- 
ically qualified  members  of  4 ethnic  minorities 
underrepresented  in  medicine. 

ONCE  AGAIN,  UI  RESEARCHERS  ARE 
'DOWN  ON  THE  FARM'  IN  THE  CAUSE  OF 
ACCIDENT  PREVENTION.  In  October  some  100 
Cerro  Gordo  County  farm  families  were  asked  about 
home  treatment  of  farm  injuries  m a survey  by  the 
Department  of  Agricultural  Medicine  and  Occu- 
pational Health  and  the  Iowa  state  health  depart- 
ment as  part  of  an  evaluation  of  the  effectiveness  of 
programs  to  prevent  injuries  among  rural  youth. 

TWO  MEDICAL  STUDENTS  HAVE  WON 
COVETED  PRIZES.  Martha  Simmons,  a jun- 
ior, received  a $16,000  scholarship  from  the 
Life  and  Health  Insurance  Research  Fund,  one 
of  6 awarded  nationally.  Senior  Francisco 
(Continued  next  page) 
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Gomez  is  one  of  20  medical  students  to  win  a 
1989  Commonwealth  Fund  Medical  Fellow- 
ship with  a $5,000  stipend.  Both  are  conduct- 
ing research  projects  in  addition  to  their  med- 
ical studies. 

THE  UI  ALUMNI  ASSOCIATION  AND  THE 
COLLEGE  OF  MEDICINE  COLLABORATED 

in  an  "Ethics  in  Health  and  Medicine"  workshop 
in  November  that  brought  private  practitioners,  fac- 
ulty, ethicists  and  fiscal  planners  to  talk  with  lay 
citizens  about  ethical  conduct  in  research,  biomed- 
ical ethics,  advanced  aging  and  death,  cost  contain- 
ment, critical  illness  and  care  rationing. 

FACULTY  HONORS,  AWARDS  AND  OF- 
FICES: Mark  Albanese,  Research  in  Medical 
Education,  to  the  executive  committee  of  the 
Society  of  Directors  of  Research  in  Medical  Ed- 
ucation; Lee  Alward,  Ophthalmology,  first  re- 
cipient of  a research  award  from  the  depart- 
ment's Charles  D.  Phelps  memorial  fund, 
established  for  a former  department  head; 
Elizabeth  Burns,  Family  Practice,  named  to 
the  Iowa  health  department's  committee  on 


health  professional  shortage;  Robert  Corry, 
Surgery,  named  president  of  the  board  of  di- 
rectors of  the  United  Network  for  Organ  Shar- 
ing; Paul  Heidger,  Anatomy  and  David  P. 
Wacker,  Pediatrics,  named  to  the  Centennial 
Alumni  Hall  of  Fame  at  the  University  of 
Northern  Colorado. 

THE  DEPARTMENT  OF  OPHTHALMOLOGY 
HAS  RECEIVED  A DISTINGUISHED  SERV- 
ICE A WARD  from  the  American  Academy  of  Oph- 
thalmology in  recognition  of  65  years  of  training 
residents  and  fellows  in  ophthalmology.  The  award 
was  received  by  Dr.  Thomas  A.  Weingeist,  de- 
partment head,  in  connection  with  the  annual  meet- 
ing of  the  Academy  in  October. 

DRS.  IRVING  P.  CRAWFORD,  58,  AND 
MELVIN  L.  MARCUS,  49,  DIED  IN  OCTO- 
BER, both  of  cancer.  Dr.  Crawford  was  pro- 
fessor and  head  of  the  Department  of  Micro- 
biology and  had  been  a faculty  member  since 
1977.  Dr.  Marcus,  a cardiologist,  was  in  the 
Department  of  Internal  Medicine,  to  which  he 
was  appointed  in  1973. 
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About  Iowa  Physicians 


Two  Des  Moines  pediatric  offices  were  fea- 
tured in  the  Fall  issue  of  Iowa  Architect  maga- 
zine. The  offices  of  Dr.  Frederick  Aldrich  of 
2940  Ingersoll  and  Drs.  John  Gay  and  B.  Chan- 
dramouli  of  Pediatric  Cardiology,  P.C.,  939 
19th  Street,  underwent  design  changes  to  make 
the  environment  more  colorful  and  comfort- 
able for  their  young  patients.  Dr.  John  Robb, 
a Cedar  Rapids  orthopedist,  has  earned  the 
Founder's  Award  presented  by  St.  Luke's 
Health  Care  Foundation  for  his  exemplary 
contributions  to  the  community.  Dr.  Charles 
Breeling,  Paullina,  has  been  named  Physician 
of  the  Year  by  the  Iowa  Health  Care  Associ- 
ation at  the  Association's  annual  convention 
and  awards  banquet  in  Des  Moines.  Dr.  Breel- 
ing was  given  the  award  for  his  service  to  the 
Wide  View  Rest  Home,  Paullina  and  Millie's 
Rest  Home,  Sutherland.  Dr.  George  Drake  has 
opened  a private  family  practice  in  Pleasant- 
ville.  Dr.  Drake  practiced  in  Carlisle  for  3 years. 
Dr.  William  Spencer,  Osage,  recently  re- 
ceived the  American  Cancer  Society,  Iowa  Di- 
vision, Inc.'s  distinguished  Quality  of  Life 
Service  Award  during  the  organization's  an- 
nual meeting  in  Des  Moines.  Dr.  Spencer  was 
recognized  for  his  contribution  to  patient  serv- 
ice and  rehabilitation  programs.  Dr.  John 
Sheirholz,  was  recently  chosen  as  president- 
elect by  the  Iowa  Radiological  Society.  Dr.  Ste- 
phen Van  Houten  was  selected  as  an  alternate 
Councilor.  Both  physicians  are  from  the  ra- 
diology department  at  McFarland  Clinic  in 
Ames.  Dr.  Michael  Pogel  has  joined  Drs.  Marc 
Hines  and  Roland  Langley  at  Regional  Spe- 
cialty Clinics,  Ottuma.  Dr.  Pogel  received  the 
M.D.  degree  at  the  University  of  Miami  School 
of  Medicine,  Miami,  Florida  and  served  his 
neurology  residency  at  Baylor  College  of  Med- 
icine, Houston,  Texas.  Prior  to  joining  the  Ot- 
tumwa clinic.  Dr.  Pogel  was  chief  of  the  neu- 
rology-neurosurgery section  at  Presbyterian 
Hospital  and  St.  Joseph  Hospital  in  Albu- 
querque, New  Mexico.  Dr.  Philip  A.  Bear,  Des 
Moines,  has  joined  Drs.  Mark  McGaughey  and 
Mark  Tannenbaum  at  the  Iowa  Heart  Center. 


Four  physicians  at  U.  of  I.  Hospitals  and  Clin- 
ics have  been  named  outstanding  medical  spe- 
cialists in  the  U.S.  in  the  October  issue  of  Town 
& Country  magazine.  Drs.  Barrie  Anderson, 
obstetrics  and  gynecology;  Antonio  Damasio, 
neurology;  John  Strauss,  dermatology;  and 
John  Van  Gilder,  neurosurgery,  were  selected 
by  doctors  nationwide  as  "noteworthy  col- 
leagues in  their  field  of  specialty."  Dr.  Dale 
Christensen,  Lake  City,  has  been  named  the 
1989  Family  Doctor  of  the  Year  by  the  Iowa 
Academy  of  Family  Physicians.  Dr.  Christen- 
sen has  practiced  in  Lake  City  for  31  years.  Dr. 
Donald  Hannon  has  begun  practice  in  Britt. 
Dr.  Hannon  received  the  M.D.  degree  from 
the  University  of  Minnesota  Medical  School, 
Minneapolis,  Minnesota  and  practiced  in  St. 
Paul,  Minnesota  for  many  years.  Dr.  Cindy 
Pals  has  joined  the  Orange  City  Medical  Clinic. 
Dr.  Pals  received  the  M.D.  degree  from  the  U. 
of  I.  College  of  Medicine  and  completed  a fam- 
ily practice  residency  in  Sioux  City. 


Happy  Holidays 
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sdicare  woes? 

Cash  flow  problems? 

• Financial  decisions? 

• CRT  - ICD  - 9 questions? 

FOR  INFORMATION,  WRITE  OR  CALL 
ABBEY  & ABBEY,  CONSULTANTS,  Inc. 

1200  35th  SI 

MANAGEMENT  & COMPUTER  CONSULTANTS 

Suite  308,  West  Des  Moines  (515)  224-0188  • Ames  (515)  232-6420 
Iowa  Wats  1/800-728-0188 
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For  over  35  years 
weVe  been  “on  call” 
to  Iowa  physicians 
As  the  Iowa  Medi- 
cal Society  insurance  ad- 
ministrator, we  collaborate 
with  IMS  Services  to  supply 
you  and  your  colleagues 
with  top-of-the-industry 
protection.  We’ll  counsel 
with  you  across  the  insur- 
ance spectrum  — life,  ac- 
cident and  health, 
disability,  etc. 


Please 
write  or  call. 
We're  dedicated  to 
serving  member  phy- 
sicians of  the  Iowa  Medical 
Society  in  a professional, 
competent  manner. 

Our  telephone  numbers  are 
800/532-1 105  (In-State  WATS) 
and  515/246-1712. 

Our  address  is  Suite  510,  309 
Court  Avenue,  Des  Moines, 
Iowa  50309. 


THE  PROUTY  COMPANY 

PROUTY  REPRESENTATIVES  SERVING  YOU  — John  Reno;  Bernie  Lowe,  C.L.U.,  R.H.U.; 
Ruth  Clare;  Howard  Hogan,  C.L.U.;  Susan  K.  McFadden;  Anna  Maria  Sbrocco. 


Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physician 
for  new  50-bed  hospital  emergency  department  in  southeastern  Iowa. 
Attractive  hourly  compensation  and  malpractice  insurance  provided. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


MANKATO  CLINIC,  LTD  — is  seeking  BE/BC  physician  in  the  fol- 
lowing specialties:  allergy,  dermatology,  family  practice,  invasive  car- 
diology, oncology,  urology,  ophthalmology,  occupational/emergency 
medicine,  pulmonology,  general  vacular  surgery  and  general  internal 
medicine.  The  Mankato  Clinic  is  a 40-doctor  multi-specialty  group  prac- 
tice in  south  central  Minnesota  with  a trade  area  population  of  150,000. 
Guaranteed  salary  first  year,  incentive  thereafter  with  full  range  of 
benefits  and  liberal  time  off.  For  more  information,  call  Roger  Green- 
wald.  Administrator  or  Dr.  B.C.  McGregor  at  507/625-1811  or  write  501 
Holly  Lane,  Mankato,  Minnesota  56001. 


FAMILY  PHYSICIANS  — Needed  for  Iowa's  largest  private  medical 
clinic  system.  Several  openings  available  now.  Excellent  guarantee  with 
incentive  income  available  from  the  beginning.  For  further  information 
contact  Don  C.  Green,  M.D.,  Physicians'  Resources  Advisor,  Office  of 
the  Medical  Director,  Mercy  Medical  Clinics,  1551  35th  Street,  Suite 
106,  West  Des  Moines,  Iowa  50265,  telephone  515/223-5890. 


PHYSICIANS  NEEDED  — Family  practice,  internal  medicine,  oncol- 
ogy, endocrinology,  neurosurgery,  neurology,  general  surgery  and  or- 
thopedic surgery.  Group  practice,  solo  or  urgent  care  settings  available 
through  our  hospital  network  located  in  Macon  and  serving  all  of  mid- 
dle Georgia.  Your  practice  will  be  located  80  miles  south  of  Atlanta,  in 
a growing  family-oriented  community,  where  you  can  avoid  traffic  and 
enjoy  a rewarding  professional  career.  Please  contact  Stephen  Wofford 
at  912/741-6283  for  a confidential  consultation  or  write;  P.O.  Box  4627, 
Macon,  Georgia  31208. 


MASON  CITY,  IOWA  — Seeking  full-time  and  part-time  physicians 
for  low  volume  75-bed  hospital  emergency  department.  Great  oppor- 
tunity to  develop  "state  of  the  art"  quality  assurance  and  educational 
programs.  Excellent  compensation,  paid  malpractice  insurance  and  full 
benefit  package  to  full-time  staff.  Contact  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  43,  Traverse  City,  Michigan  49684;  1- 
800/253-1795  or  in  Michigan  1-800/632-3496. 


BLUFF  MEDICAL  CENTER,  P.C.  — Has  positions  for  the  following 
specialties  (BC/BE):  family  practice,  ENT,  OB/GYN,  pediatrics.  The  Bluff 
Medical  Center,  a multispecialty  group  practice,  is  located  in  Clinton, 
Iowa,  population  32,000  with  a service  area  of  approximately  75,000- 
100,000.  Guaranteed  first  year  salary  (negotiable)  with  a first  year  bonus 
incentive  and  a full  range  of  benefits  including  malpractice  insurance. 
For  more  information  call  Phil  Sayles,  Administrator,  1-800/397-5600  or 
write  240  North  Bluff  Boulevard,  Clinton,  Iowa  52732. 


SURGEON  OPPORTUNITY  — Immediate  opening  for  general  surgeon 
in  rural  Nebraska.  Board  Certified  or  Board  Eligible.  Must  be  licensed 
in  Nebraska.  Excellent  benefits.  Contact  Wallace  & Panzer,  M.D.,  P.C., 
807  North  Ash,  Gordon,  Nebraska  69343. 


INTERNAL  MEDICINE/ENDOCRINOLOGIST  — BC/BE  individual(s) 
to  join  an  established  multispecialty  group  covering  internal  medicine, 
cardiology,  infectious  diseases  and  gastroenterology.  Community  and 
service  area  covers  approximately  250,000  people.  Excellent  salary  and 
benefits.  Send  resume  to  Medical  Associates  of  Cedar  Rapids,  Atten- 
tion: David  Rater,  M.D.,  1328  Second  Avenue,  SE,  Cedar  Rapids,  Iowa 
52403. 


GENERAL  INTERNIST  — BE/BC  internist  to  join  established  practice 
of  4 general  internists.  Excellent  central  Iowa  location  in  growing  com- 
munity. Busy  general  and  consultative  internal  medicine  practice.  Mar- 
shalltown Medical  Clinic,  205  West  Main,  Marshalltown,  Iowa  50158, 
515/753-3313. 


FAMILY  PRACTICE,  STORY  CITY,  IOWA  — Two-man  group  inter- 
ested in  having  a BE/BC  family  practitioner  join  them  in  a growing 
thriving  community  with  a good  school  system.  We  are  centrally  located 
near  Interstate  35, 10  miles  north  of  Ames.  Excellent  compensation  and 
fringe  benefits.  Experience  Story  City,  you'll  like  it.  Contact  Chuck 
Semler,  M.D.,  Sender  Medical,  P.C.,  616  Park  Avenue,  Story  City,  Iowa 
50248  or  call  515/733-5191. 


FOR  SALE  — Slightly  used  Midmark  III  electric  table  less  than  20% 
of  cost.  You  pick  up.  Phone  319/556-3646. 


MASON  CITY  CLINIC,  P.C. — Multispecialty  group  looking  for  family 
practice  physician.  Progressive  medical  community  — MRI,  open  heart 
surgery,  cancer  treatment,  lithotripsy,  neurosurgery  capabilities.  Big 
city  excitement/small  town  living,  IVi  hours  from  2 major  metropolitan 
centers.  Call  Ralph  Wolf,  Administrator  at  515/421-5446. 


FOR  SALE  — $50,000  worth  of  nearly  new  medical  office  furniture  and 
equipment  to  highest  bidder(s).  For  further  information  write  P.O.  Box 
34,  Grand  Junction,  Iowa  50107. 


POSITIONS  AVAILABLE  — Thirteen  positions  available  for  family 
physicians  at  clinics  located  in  Minneapolis,  Minnesota;  Princeton, 
Minnesota  and  Des  Moines,  Iowa.  The  types  of  opportunities  include 
multispecialty,  single  specialty  and  urgent  care.  Please  contact  Scott  M. 
Lindblom,  Physician  Recruiter,  Fairview  Clinic  Services,  600  West  98th 
Street,  Suite  390,  Bloomington,  Minnesota  55420  or  call  612/885-6225, 
toll-free  1-800-842-6469. 
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EMERGENCY  PHYSICIAN  — Outstanding  opportunity  for  qualified 
individual  to  join  incorporated  group  of  3 BE/BC  emergency  physicians 
in  a unique,  democratic  and  thoroughly  enjoyable  practice.  Excellent 
compensation  and  complete  career  opportunities  are  offered  in  a very 
livable  community  offering  a diversity  of  recreational  and  cultural  pur- 
suits. Call  or  write  Mark  Singsank,  M.D.,  NET,  PC,  Emergency  De- 
partment, Mercy  Health  Center,  Dubuque,  Iowa  52001. 


INTERNAL  MEDICINE  POSITIONS  AVAILABLE  — Six  internal  med- 
icine positions  available  in  Minneapolis,  Minnesota.  Opportunities  in- 
clude multispecialty  and  single  specialty  groups.  Please  contact  Scott 
M.  Lindblom,  Physician  Recruiter,  Fairview  Clinic  Services,  600  West 
98th  Street,  Suite  390,  Bloomington,  Minnesota  55420  or  call  612/885- 
6225  (collect),  toll-free  1-800/842-6469. 


LAST  YEAR  12  FAMILY  PHYSICIANS  JOINED  THE  GUNDERSEN 
SYSTEM  — We  are  searching  for  a family  practitioner  for  the  Gundersen 
Clinic  in  West  Union,  Iowa.  Family  physicians  joined  the  Gundersen 
Clinic  for  many  reasons  — its  high  tech  research  and  diagnosis  with 
personal  care  and  treatment.  We  set  the  example  for  family  medicine 
in  Wisconsin,  Minnesota  and  Iowa.  The  West  Union  Clinic  is  well 
staffed  and  well  equipped.  We  have  a valued  reputation  for  careful 
attention  to  each  family  member.  The  Gundersen  family  physician  steps 
right  into  the  shoes  of  the  traditional  community  doctor.  We  offer  very 
competitive  salaries,  excellent  benefits  and  outstanding  pension  plan. 
For  more  information,  please  call  COLLECT:  Tim  Skinner,  M.S.Ed., 
Family  Practice  Representative,  1-608/782-7300,  Extension  3684  during 
days.  Evenings,  ask  for  extension  4023  or  write  Gundersen  Clinic,  Ltd., 
1836  South  Avenue,  La  Crosse,  Wisconsin  54601. 


FAMILY  PHYSICIAN  NEEDED  — Academic  department  of  family 
practice  is  recruiting  Board  Certified  family  physicians  to  join  the  full- 
time faculty  of  its  well-established  24-resident  program.  Responsibil- 
ities include  teaching,  research  and  patient  care.  Residency  training  and 
previous  experience  in  these  areas  is  highly  desirable,  as  well  as  ob- 
stetrics skills.  Located  in  a midwesterr\/Big  Ten  medical,  recreational 
and  cultural  center  of  excellence.  Level  and  type  of  appointment  com- 
mensurate with  credentials  of  applicant.  Send  CV  to  Charles  E.  Driscoll, 
M.D.,  Professor  and  Head,  Department  of  Family  Practice,  The  Uni- 
versity of  Iowa  College  of  Medicine,  2149  Steindler  Building,  Iowa  City, 
Iowa  52242.  Women  and  minorities  are  encouraged  to  apply.  The  Uni- 
versity of  Iowa  is  an  Affirmative  Action/Equal  Opportunity  Employer. 


POSITIONS  OPEN  — Family  practice,  internal  medicine  and  pediat- 
rics. The  Peoples  Community  Health  Clinic,  Inc.  is  offering  clinically 
challenging  and  rewarding  practice  opportunities  in  an  environment 
that  encourages  delivery  of  quality  medical  care  to  a population  with 
limited  incomes  and  limited  resources.  Share  practice  with  a health 
professional  team  that  includes  clinical  nutritionist,  medical  social 
worker,  clinical  nurses  and  special  project  nursing  professionals.  At- 
tractive compensation/benefits  package,  including  malpractice  coverage 
and  relocation  assistance.  If  you  are  interested  in  serving  the  needy 
while  receiving  a positive  compensation  package  contact  Ronald  W. 
Kemp,  Peoples  Community  Health  Clinic,  Inc.,  403  Sycamore  Street, 
Suite  #2,  Waterloo,  Iowa  50703.  Phone  319/236-1332.  AA/EOE. 


MINNESOTA  — Family  physician  needed  for  broad  base  primary  care, 
excellent  community  hospital  with  consulting  and  specialty  support. 
Family  oriented  community  with  excellent  schools,  services  and  easy 
access  to  Metro  area.  Guaranteed  salary,  full  benefits  and  bonus.  For 
confidential  consideration,  contact  Mary  Jo  Cordes,  MDsearch,  P.O. 
Box  16458,  St.  Paul,  Minnesota  55116  or  call  612/454-7291. 


FAMILY  PRACTICE  — Southwest  Iowa  community  of  7800  (servicing 
27,000)  seeking  a family  physician  to  join  well-established,  6-doctor 
practice.  Modern  facility  adjacent  to  100-bed  hospital.  Income  guar- 
anteed first  year  and  full  partnership  after  first  year.  For  additional 
information  write  to  Sue  Marsh,  Office  Manager,  Atlantic  Medical  Cen- 
ter, P.O.  Box  429,  Atlantic,  Iowa  50022  or  phone  712/243-2850. 


OB/GYN  WANTED  — Opportunity  for  well-trained  OB/GYN  to  asso- 
ciate with  established  physician,  share  call  coverage.  Referrals  can  be 
expected  from  a number  of  FP.  50-mile  service.  Location:  community 
in  central  Kansas,  17,000  population.  Excellent  quality  of  life,  good 
schools.  Call  Jo  Grimm  at  1-800/638-6942. 


WANTED  — A general  orthopedic  surgeon  to  associate  with  a highly 
successful  ORS  in  excellent  facilities.  This  position  offers  an  oppor- 
tunity to  enjoy  and  become  an  integral  part  of  a midwestern  community 
of  17,000.  Income  guarantee.  Call  Jo  Grimm  at  1-800/638-6942. 


FELLOWSHIP  POSITIONS  AVAILABLE  — The  Section  of  Geriatrics 
in  the  Department  of  Internal  Medicine  at  the  University  of  Nebraska 
Medical  Center  has  fellowship  positions  available  beginning  July  1990 
and  1991.  This  fellowship  provides  supervised  training  in  geriatric  clin- 
ical care  and  extensive  opportunities  for  aging  research.  Concurrent 
training  with  geropsychiatry  and  geriatric  dentistry  fellows  is  also  pro- 
vided. Experiences  include  outpatient  geriatric  assessment  and  urinary 
incontinence  clinics,  inpatient  geriatric  rehabilitation  and  geropsychia- 
try units,  nursing  home  and  home  care  responsibilities  and  inpatient 
and  consultative  services  at  the  acute  care  hospital.  Applicants  must  be 
BC/BE  in  internal  medicine  or  family  practice.  For  further  information, 
contact  Susan  G.  Scholer,  M.D.,  Fellowship  Director,  Section  of  Ger- 
iatrics, University  of  Nebraska  Medical  Center,  42nd  and  Dewey  Av- 
enue, Omaha,  Nebraska  68105.  AA/EOE.  Minorities  encouraged  to  ap- 
ply. 


GENERAL  INTERNIST,  BLACK  HILLS  OF  SOUTH  DAKOTA  — Mul- 
tispecialty group  located  in  the  highly  desirable  Black  Hills  of  South 
Dakota.  Outstanding  opportunity  to  assume  an  established  practice 
with  a progressive  group  in  an  area  experiencing  substantial  economic 
growth.  Attractive  compensation  package  including  paid  professional 
liability  insurance.  New  modem  clinic  facility  located  adjacent  to  ac- 
credited acute  care  hospital.  Direct  inquiries  to  Darrel  Riddle,  Admin- 
istrator, Black  Hills  Medical  Center,  P.C.,  71  Charles  Street,  Deadwood, 
South  Dakota  57732. 


KANSAS/MISSOURI  — Excellent  full-time  and  part-time  opportunities 
in  emergency  medicine  for  primary  care  and  ABEM  Certified  and  pre- 
pared physicians.  Facilities  range  from  3,000-20,000  patient  visits  per 
year.  Big  city  amenities  with  good  quality  of  life.  Contact  Emergency 
Medical  Services,  3101  Broadway,  Suite  1000,  Kansas  City,  Missouri 
64111,  800/821-5147. 


FAMILY  PRACTICE  AND  INTERNAL  MEDICINE  PHYSICIAN 
NEEDED  — Sustained  and  steady  growth  in  a 5-physician  clinic  has 
created  the  necessity  to  seek  a residency  trained  BE/BC  family  practice 
physician  and  internal  medicine  physician  to  complete  its  1989-90  staff- 
ing needs.  In  addition  to  an  office-based  delivery  system,  the  clinic  has 
an  extended  hours  walk-in  clinic  which  has  proven  an  excellent  vehicle 
for  rapid  expansion  of  an  individual  practice.  Clinic  facilities,  located 
within  10  minutes  of  a major  full-service  JCAH  hospital,  are  new  and 
contain  laboratory,  pharmacy  and  x-ray  services.  A comprehensive  fi- 
nancial package  is  being  offered  including  an  income  guarantee  and 
partnership  potential  after  one  to  2 years.  Residents  graduating  in  1990 
are  welcome  candidates.  Send  CV  and  2 references  to  Hank  Atherton, 
Chief  Executive  Officer,  North  Medical  Center,  210  West  53rd,  Dav- 
enport, Iowa  52806. 


ANESTHESIOLOGIST  NEEDED  — To  join  established  practice  in  small 
town.  Salary  $170,000  leading  to  partnership  in  2 years  with  expected 
income  of  more  than  $200,000.  Light  schedules,  light  calls,  modern 
hospital,  excellent  family  living  with  good  recreational  facilities  — golf, 
lake,  etc.  All  surgeries  except  neuro  and  heart.  Send  C.V.  to  Box  1588, 
IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


NATIONWIDE  PRACTICE  OPPORTUNITIES  — All  specialties.  Call 
Wanda  Parker,  E.G.,  Todd  Associates,  Inc.,  535  Fifth  Avenue,  Suite 
1100,  New  York,  New  York  10017,  800/221-4762  or  212/599-6200.  Fees 
paid  by  clients. 
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DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INCERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIC,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  M/LAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


UPSHER  LABORATORIES,  IOWA  DIVISION 
GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 
ASHOK  R.  PRADHAN,  M.D.,  F.C.A.P. 

11101  AURORA 
DES  MOINES  50322 
800/369-LABS  OR  515/254-0160 
COMPREHENSIVE  CLINICAL  AND 
ANATOMIC  PATHOLOGY  SERVICES 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

LANCE  F.  YEOMAN,  D.O. 

1301  PENNSYLVANIA,  SUITE  304 
DES  MOINES  50316 
515/265-7677  OR  800/343-0390 
GENERAL  SURGERY  AND 
ENDOSCOPY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  Dp.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBCHI  UKABIALA,  M.D.,  F.R.C.S. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR  AND 
ONCOLOGIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Good  Laws  Require 
Physician  Involvement 


Good  laws  lead  to  the  making  of  better  ones;  bad 
ones  bring  about  worse.  As  soon  as  any  man  says 
of  the  affairs  of  the  State:  'What  does  it  matter  to 
me?'  the  State  may  be  given  up  for  lost. 

— Jean-Jacques  Rousseau 

WHENEVER  NEW  HEALTH  CARE  LEGISLATION 
is  under  consideration  in  Iowa,  it's  a 
sure  bet  Iowa  physicians  are  making  an  effort 
to  ensure  the  legislation  is  in  the  best  interests 
of  their  patients. 

The  yearly  session  of  the  Iowa  General 
Assembly  lasts  only  a few  months,  but  politics 
and  the  legislative  process  never  take  a holi- 
day. Physicians  and  their  families  are  very 
much  aware  that  their  active  involvement  is 
vital  if  we  are  to  have  good  health  care  legis- 
lation in  Iowa. 

Every  year,  the  sheer  volume  of  proposed 
legislation  is  staggering.  Literally  hundreds  of 
bills  are  introduced  in  the  Iowa  General  As- 
sembly and  many  other  proposals  are  studied 
and  discussed  throughout  the  year.  Though 
legislators  make  the  final  decisions  about  our 
health  care  delivery  system,  they  rely  on  ex- 
pert information  when  considering  health  care 
issues.  They  depend  on  Iowa  physicians  for 
expertise  on  medical  issues. 

The  IMS  believes  this  process  is  vital  if  the 
delivery  of  medicul  care  is  to  be  in  the  best 
interest  of  patients  and  physicians.  Thus,  the 
Society  has  initiated  several  programs  to  en- 
sure lawmakers  have  the  benefit  of  medicine's 
perspective  when  making  decisions. 

Currently,  the  IMS  is  conducting  an  or- 
ganized effort  to  identify  physicians  who  will 
serve  as  expert  resources  on  key  health  related 
issues.  These  physicians,  chosen  because  they 


each  have  a certain  field  of  expertise,  will  be 
ready  to  consult  with  key  legislators  regarding 
a wide  range  of  proposed  legislation. 

In  a variation  of  the  foreign  exchange  stu- 
dent program,  Iowa  physicians  will  also  be 
visiting  the  Statehouse  during  the  1990  legis- 
lative session  to  observe  the  process  and  at- 
tend key  health  care  committee  meetings.  On 
the  flip  side,  this  fall  the  IMS  has  been  spon- 
soring very  successful  "mini-internships" 
which  involve  legislators  spending  a day  as 
physician  "interns."  The  program's  goal  is  to 
give  legislators  insight  into  the  practice  of 
medicine  in  Iowa  and  the  day-to-day  concerns 
of  physicians  and  their  patients. 

Throughout  the  year,  Iowa  physicians  are 
also  involved  in  giving  testimony  to  legislative 
committees,  speaking  to  legislators  in  their 
home  districts  and  serving  on  study  commit- 
tees created  by  the  Iowa  Legislature.  These 
interim  committees  meet  prior  to  the  annual 
legislative  session  to  study  key  health  care  is- 
sues and  provide  viable  recommendations  on 
solving  health  care  delivery  problems. 

Currently,  physician  members  of  the  Iowa 
Medical  Society  are  serving  on  legislative  task 
forces  studying  the  following  health  care  is- 
sues: medical  care  for  the  uninsured,  treat- 
ment of  the  mentally  ill,  Iowa's  involuntary 
commitment  laws  and  related  issues,  the  sup- 
ply of  health  care  personnel  and  delivery  of 
health  care  in  rural  Iowa. 

For  Iowa  physicians,  making  good  health 
care  laws  is  a year-round  priority. 
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VASOTEC 


(ENALAPRJL  MALEATE  MSD) 

VASOTEC  is  available  in  2,5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 

Contraindications:  VASOTEC®  (Enalapril  Maleate,  MSD)  is  coniraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema:  Angioedema  ot  the  lace,  extremities,  lips,  longue  glottis,  and/or  larynx  has  been  reported  in 
patientstrealed  with  ACE  inhibitors,  including  VASOTEC  Insuchcases,  VASOTEC  should  beprompilydiscontinuedandthe 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  contined  to  the  lace  and  lips, 
me  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  ratal.  Where  there  is  involvement  of  the  tonpe,  glottis,  or 
larynx  likely  to  cause  airway  oostruction,  appropriate  therapy,  e.g. , subcutaneous  epinepnrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hmlension  Excessive  hypolension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
lailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  tirst  dose,  but 
discontinuation  ot  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  lollowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patienls  al 
risk  tor  excessive  hypolension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  lailure  and/or  death,  include  those  with  the  lollowing  conditions  or  cnaracterislics.  heart  lailure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  m diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (excepi  in  heart  lailure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initialing  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
^potension  who  are  able  to  tolerate  such  ad|ustmenls  (See  PRECAlJTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patienls  should  be  lollowed  closely  lor  Ihe  lirst  two  weeks  ot  treatment  and  whenever  the  dose  ot  enalapril 
and/or  diuretic  is  increased.  Similar  consideralions  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  wbom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accideni 
It  excessive  hypolension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  lo  further  doses  ot  VASOTEC, 
which  usually  can  be  given  without  ditticully  once  the  blood  pressure  has  stabilized  It  symptomatic  hypolension 
develops,  a dose  reducfion  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neutropenia/Agianulocylosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  lo  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  m uncomplicated  patients  but  more  irequenlly  in  patients  with  renal  impairment  especially  it  Ihey 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  Inals  ot  enalapril  are  insulficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ot  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function  As  a consequence  ot  inhibiling  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  wilri  severe  heart  lailure 
whose  renal  function  may  depend  on  Ihe  activity  ot  Ihe  renin-angiolensin-aldosterone  system,  Irealmenl  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
lailure  and/or  death. 

In  clinical  studies  in  hypertensive  patienls  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy.  In  such  patienls,  renal  function  should  he  monitored  during  the  lirst 
lew  weeks  ol  therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patienls  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required. 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  m 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  oi  therapy  In  0.28%  ol  hypertensive  patients  In  clinical  dials  in  hearl  failure,  hyperkalemia  was 
observed  in  3.8%  ol  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  Ihe  development  ot  hyperkalemia  inciude  renal  insufficiency,  diabetes  mellilus,  and  Ihe  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  al  all,  with  VASOTEC  (See  Drug  Interactions) 

SurgerylAnesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension. 
enaTapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypolension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  tor  Patienls: 

Angioedema.  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  first  dose  ot  enalapril 
Pahents  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swehing 
ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  lo  lake  no  more  drug  until  they  have 
consulted  with  Ihe  prescribing  physician 

Hypotension.  Patienls  should  be  cautioned  lo  report  lighiheadedness  especially  during  Ihe  first  lew  days  ol  therapy  It 
acfual  syncope  occurs.  Ihe  patienls  should  be  told  lo  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  lo  a tall  in  blood  pressure,  palients  should  be  advised  to  consult  with  Ihe  physician 

Hmerkalemia:  Patienls  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia:  Patienls  should  be  told  lo  report  promptly  any  indication  ol  inlection  (eg.,  sore  throat,  fever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  lo  aid  in  the  sale  and  effective  use  ol  this  medication.  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Inleraclions: 

Hypotension:  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril.  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  Ihe  diuretic  or 
increasing  Ihe  salt  intake  prior  to  initiation  ol  treatment  wiln  enalapril  It  it  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  after  Ihe  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihypertensive  etiect  ot  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g . diuretics). 

Other  Cardiovascutar  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evitfence  ot  clinically  signiiicani 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  lo  signiiicani  increases  m serum  potassium  Therefore,  it  concomitant  use  ot  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  Ihey  should  be  used  with  caution  and  with  IrequenI  monilor- 
in^^^mm  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patienls  with  heart  lailure  receiving 

Lithium  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs.  Although  a causal  relalionsbip  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequenlly 

Pregnancy-  Category  C There  was  no  letoloxicity  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose).  Feloloxicily,  expressed  as  a decrease  in  average  lelal  weight,  occurred  m rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  al  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  lelal  toxicity  seen  al  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  limes  Ihe  maximum  human  dose) 


Radioactivity  was  found  lo  cross  Ihe  placenta  lollowing  adminisiration  ol  labeled  enalapril  lo  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  sludies  of  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  Ihe  risk  ol  fetal  toxicity  with  Ihe  use  ol  ACE  inhibitors  has  not  been  clearly 
defined,  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  Ihe  potential  benelil  luslilies  Ihe 
potential  risk  to  Ihe  letus 

Posimarkeling  experience  with  all  ACE  inhibitors  thus  lar  suggests  the  lollowing  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  first  trimester  ol  pregnancy  has  not  been  reported  lo  affect  lelal  outcome  adversely 
Fetal  exposure  during  the  second  and  thud  trimesters  ot  pregnancy  has  been  associated  with  fetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  ol  hypotension  and  decreased 
renal  perfusion  in  Ihe  newborn  Oligohydramnios  in  Ihe  mother  has  also  been  reported,  presumably  represenling 
decreased  renal  lunction  in  Ihe  fetus  Intants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  lor  hypolen- 
sion. oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood  pressure  and 
renal  perlusion  with  (he  administration  ot  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  parent  ductus  arteriosus  have  occurred  m association  with  maternal  use  of  ACE  inhibitors,  but  it  is  not  clear  whether 
Ihey  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity. 

Nursing  Mothers:  Milk  in  lactaling  rats  contains  radioactivity  following  administration  ol  '<C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  mim,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  etlecliveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  toleraled  in  controlled  clinical  Inals 
involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  Inals  were  headache  (5  2%).  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were:  diarrhea  (1 4%).  nausea  (1 4%),  rasn  (1 4%).  cough  (1 3%),  orthostatic  effects  (1,2%).  and  asthenia  (1 1%) 

HEART  FAILURE  The  most  IrequenI  clinical  adverse  experiences  in  both  conirolled  and  uncontrolled  Inals  were  dizzi- 
ness (79%),  hypolension  (6  7%),  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2 1%).  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  conirolled  and  uncon- 
trolled clinical  Inals  were  laligue  (T8%).  headache  (1 8%).  abdominal  pain  (1 6%),  asihenia  (1 6%).  orlhoslalic  hypo- 
tension (1 6%),  vertigo  (1 6%),  angina  pectoris  (1 5%).  nausea  (1 3%).  vomiting  (1 3%).  bronchifis  (1 3%).  dyspnea 
(13%),  urinary  tract  inlection  (l  3%),  fash  (1 3%),  and  myocardial  inlarclion  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  lo  1%  ol  patients  with  hypertension  or  hearl  failure  in  clinical  Inals  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Cardiac  arrest:  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
hypotension  in  high-risk  palients  (see  WARNINGS.  Hypolension).  cardiac  arrest,  pulmonary  embolism  and  inlarclion, 
rhythm  disturbances,  atrial  tibnilalion,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousIPsychiatric.  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inlection 
Skin.  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other.  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus, 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentaiion  rale  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  latal  It  angioedema  ol  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs.  Ireat- 
menl  with  VASOTEC  should  be  disconlinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension.  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patienls 
lollowing  Ihe  initial  dose  or  during  extended  therapy  Hypolension  or  syncope  was  a cause  lor  discontinuation  of  therapy 
in  0.1%  ol  hypertensive  patients  In  heart  failure  panenis,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ot  palients  ffypolension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  m 1 9%  ol  patients  with  hearl  lailure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings. 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  conirolled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ot  therapy  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis,  (See  PRECAUTIONS ) In  patienls  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  m about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Irequenlly  in  either  hypertension  or  hearl  lailure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and  'or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  Irealed  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ot  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
linued lor  two  lo  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  Ihe  likelihood  ol  hypotension  (See 
WARNINGS ) It  the  patient  s blood  pressure  is  not  conirolled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adiusled  according  lo 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  Irealed  once  daily  Ihe  aniihypertensive  effect  may  diminish  toward  the  end  dt  the  dosing  interval. 
In  such  palients,  an  increase  m dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomilani  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiusiment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  Is  recommended  lor 
palients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  palients  with 
creatinine  clearance  «30  miymin  (serum  crealinme  s3  mg/dL),  the  tirsi  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  conirolled  or  lo  a maximum  ol  40  mg  daily 

Hearl  Failure  VASOTEC  is  indicated  as  ad|unctive  therapy  with  diuretics  and  digitalis.  The  recommended  slarling  dose  is 
2 5 mg  once  or  twice  daily  Alter  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  Teas!  two  hours  and  until  blood  pressure  has  slabilized  tor  al  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Druglnleraclions.)  It  possible,  Ihe  dose  ol  the  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypolension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  effective  management  ol  Ihe  hypotension  The  usual  fherapeutic  dosing  range  tor 
Ihe  treatment  ot  hearl  failure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  out  nearly  all  palients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV).  palients  were 
Irealed  with  2 5 lo  40  mg  per  day  ot  VASOTEC,  almost  always  adminislered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacorfynamics  and  Clinical  Ellecis.)  Dosage  may  be  ad|usted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adiusiment  in  Hearl  Failure  Patienls  with  Renal  Impairment  or  Hyponatremia  In  hearl  lailure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  al  2 5 nig 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Hearl  Failure.  WARNINGS,  and  PRE/ 
CAUTIONS,  Drug  Interactions ) Tbe  dose  may  be  increased  to  2 5 mg  b i d.,  then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  it  at  the  lime  ol  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  signiiicani  deterioration  of  renal  function  The  maximum  dai  ly  dose  is  40  mg 

For  more  detailed  intormation.  consult  your  MSD  Represenlativeor  see  Prescribing  Information  Merck  SHARft 
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